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Burrerin—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 





Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. 
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Small Hospitals’ Clinic 


Rehearsal for Disaster 


by Mrs. H. Hasenburg 


Past President 


St. Catherine's Hospital Auxiliary 


Kenosha, Wisconsin 


® A COLD, STRONG WIND was blowing 
from the northeast, and the rain 
continued to fall in a steady down- 
pour as it had been doing all day. 
It was a perfect evening for curling 
up in an easy chair with a good 
book or the best that TV could of- 
fer. It was a terribly wet night for 
a “dry run,” the name given to the 
staging of a mock disaster, but the 
senior Girl Scouts, the women of 
the “Service Aid Corp” and the 
auxiliary members of St. Catherine’s 
Hospital in Kenosha, Wisconsin, 
who had signed up to aid in the 
disaster program, all proved that 
they had the first requisite for help- 
ing in an emergency. They put per- 
sonal comfort and convenience be- 
hind them. Donning raincoats, hats 
and boots they bravely went out to 
their assigned jobs. 

One of the many requirements for 
hospital accreditation today is the 
formation of a workable disaster 
program. In hospital terminology, a 
“disaster” is any occasion when a 
large number of patients must be 
admitted and cared for in a short 
period of time. 

Several months ago when it was 
learned that the Sisters of St. 
Catherine’s hospital were laying 
plans for their disaster program, the 
auxiliary offered its services. The 
hospital’s plans included duties for 
the following departments: general 
supervisor, chaplain, emergency, 
transportation, personnel, nursing, 
dietary, communications, x-ray, 
records and identification, surgery, 
laboratory, laundry, anesthesia, 
medications, receptionist, press and 
radio, supplies, dressings, engineer 
and police. Each employee was 
notified of his assigned role. The 
following departments were listed 
as needing additional help and the 
auxiliary members were asked to 
sign up for the place they felt they 
could be most useful: transporta- 
tion, admitting clerks, receptionists 


6 


and guides, dietary, laundry, x-ray, 
and taking care of relatives. 

Both the hospital and the auxil- 
iary were most grateful when the 
Kenosha Service Aid Corp offered 
to help. These Red Cross-trained 
nurse aides who served the hospitals 
so well in World War II have con- 
tinued the organization they formed 
at that time. They were assigned 
the tasks of moving and caring for 
patients who needed not only will- 
ing but expert handling. 

In the mock disaster staged at St. 
Catherine’s that rainy night without 
any advance publicity, or without 
the shrieking of a single siren, 17 
“patients” were admitted to the 
emergency center of the hospital 
without disturbing or causing a rip- 
ple of concern among the regular 
patients, the visitors or the new pa- 
tients being regularly admitted. 


Mock Patients 


The “mock patients”, the senior 
girl scouts, had been involved in an 
imaginary train wreck while they 
were returning from a trip to Mil- 
waukee. Their coach. was derailed 
and they were picked up along the 
railroad tracks in various stages of 
injury. The girls’ met in a dismal 
section along the tracks and were 
given tickets telling of the type of 
injury they were supposed to have 
sustained. The imaginary injuries 
ranged all the way from bruises and 
bleeding to broken arms, legs and 
wrists, possible skull fractures and 
pelvic injuries and even one fatal- 
ity. 

In future mock disasters it is 
hoped to enlist the assistance of the 
doctors, police, firemen and ambu- 
lance drivers who will handle the 
“seriously” wounded. This _ initial 
disaster was aimed at giving the 
auxiliary members, who were com- 
pletely new at this type of work, 
the opportunity to practice their 
duties. All casualties were trans- 
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ported to the hospital by the auxil- 
iary women who had signed up for 
transportation duty. As the cars and 
station wagons arrived at the hos- 
pital emergency entrance, they 
were met by the Sisters of St. 
Dominic who staff the hospital but 
who, for the occasion, were taking 
the place of thz doctors and medical 
staff. 

The gayety, chatter and irrepres- 
sible good humor of the girl scout 
“victims” in their muddy boots and 
damp scarves and jackets, may not 
have been a real preparation for the 
suffering patients which may be en- 
countered in an actual disaster. But 
the intensity and seriousness of the 
women who were there to learn 
how to handle the emergencies was 
real and impressive. 

As the girls were brought into the 
emergency center they were met by 
the “doctors” who classified their 
injuries after a brief examination. 
The Nurse Aide Corps helped the 
patients onto stretcher carts or 
wheel chairs and the admitting 
clerks of the auxiliary wrote out 
“disaster tags” giving the patient’s 
name, address and age if she were 
in condition to talk, and also the 
diagnosis. If the patient was in a 
state of shock or unconscious, wal- 
lets or billfolds were searched to 
help in identification. 


Disaster Tags 


The disaster tags were in three 
different colors; red for serious 
bleeding, shock, concussion and 
fracture of the skull, compound 
fractures and simple fractures; yel- 
low for lacerations and white for 
hysteria and bruises. The tag was 
made out in duplicate and a copy 
attached to the patient who was 
then wheeled or helped to the x-ray 
department, to the cast room or, for 
the less seriously injured, to the 
eare of an aide who would stay 
with her until she was dismissed or 
assigned a room for treatment. 

In the x-ray room a patient with 
a serious back injury was wheeled 
in on a stretcher table and was hav- 
ing an x-ray taken of the cervical 
vertebrae. The women were being 
trained to assist the technician and 
to learn how to hold the patient in 
proper position during this proce- 
dure. The x-ray was developed: im- 
mediately, then given to the “doc- 
tor” who recommended further 
treatment. 

Meanwhile the admitting office 
had sent to the emergency room a 
list of available rooms. These were 
assigned to the patients after emer- 
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gency treatment or diagnosis. Will- 
ing hands were learning to handle 
unwieldy stretcher carts to avoid 
further shock or injury to the pa- 
tients; how to move stretcher and 
wheel chair patients in and out of 
elevators, to apply clamps to a pa- 
tient “in shock”, whose head was 
lowered and feet elevated, so she 
would not slip off the stretcher cart. 
Other willing workers were sitting 
with patients waiting for casts to be 
applied, and some were in the attic 
bringing down additional beds and 
mattresses. 

In the central supply department, 


women were learning and admiring 
the wonderfully efficient index sys- 
tem of locating medications, needles 
and the many other supplies to fill 
the trays which would be needed in 
great quantity in every section of 
the hospital. 

Auxiliaries learned where the 
tanks of oxygen .were stored and 
the necessary equipment for intra- 
venous therapy and so on. Dedi- 
cated to the seriousness of their re- 
sponsibilities, some of the ladies 
volunteered their services in this 


Please turn to page 77 








Patient Lifting 
is no problem... 
with 


PORTO 


Proved in daily use by institutions 
throughout the world, Porto-Lift's 
smooth and effortless hydraulic action 
eliminates the time-consuming, physical 
strain of moving patients by hand. 

For geriatrics cases . . . prone posi- 
tion patients ... leg amputees .. . post 
Operatives . . . Porto-Lift meets every 
lifting need easily, in complete safety 
and comfort. 

Have your--nearest medical supply 
dealer demonstrate a Porto-Lift for you, 
or write Dept. F, Porto-Lift Manufactur- 
ing Company, 

PATIENT LIFTING - 


PORTO-LIFT 


COMPANY 





Export representative — Schueler & Co., New York, N.Y. 


For more information, use postcard on tage 119 
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® Accounting for discounts on purchases does not 
seem to be very well understood in most of our 
hospitals. In response to our questionnaire last 
month 70 percent of our sample reported that they 
use the classification of accounts which treats dis- 
counts on purchases as other revenue. 

Responses to the second question which was 
“What percent of total revenue from patients does 
purchase discount represent in a year?” produced 
such a wide variation of answers as to be prac- 
tically meaningless. The variation ranged from 
.0005 of one percent to five percent indicating that 
the maximum revenue is 10,000 times that of the 
minimum. Ninety-five percent of our sample re- 
ported that purchased discount represents less 
than one half of one percent of total revenue from 
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NEW SIM-MATIC ALL-MOTORIZED BED 
GIVES NEW FREEDOM TO NURSE AND PATIENT 


With the new Sim-Matic bed, you change the position of the head or knee 
sections of the spring, or change bed height—all with one compact, hand- 
held control. 


The patient doesn’t need to call the nurse for a slight change in posture. 
She makes the change herself—safely and gently. When it is necessary 
for the nurse to operate the bed, she does so without cranking or stoop- 
ing. She just uses the hand-held control. Operation of head and knee 
sections of the spring can be taken out of the patient’s control by cutoff 
switches. In case of power failure, a hand crank is provided to operate 
the spring. In addition, head or foot ends of the bed can be power oper- 
ated independently to achieve quick Trendelenburg or Fowler positions. 


The completely enclosed % horsepower motor is instantly reversible and 
has built-in protection in the form of a thermal cut out that automatically 
stops it in case of overload or overheat. A powerful capacitor stores power 
so less current is required to start the motor. Lower amperage means 
more beds can be operated on one line. 


Write for Simmons new Hospital Catalog #29 for complete information 
on Sim-Matic and other Simmons products for modern hospitals. 


DISPLAY ROOMS: 





The nurse can control 
operation of the new 
Sim-Matic motorized 
Vari-Hite bed without 
stooping or bending. The hand-held con- 
trol (inset) is visible at all times. 


MIME RMMAIIEYW DME Colombus 6, 1275 Kinncor Rood + Sem Feencice 11,95 toy st 
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For more information, use postcard on page 119 


Atlanta 1, 353 Jones Ave., N.W. ® Dallas 9, 8600 Harry Hines Blvd. 
Los Angeles 22, 3217 S. Garfield Ave. 
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Replace the “slip” cover on your floor 
with Holcomb SAFE-T-SHEEN 


Now, you don’t need to sacrifice beautiful floor 
finish for safety. Get both with SAFE-T-SHEEN ... 
the anti-slip, no-wax floor finish for composition 
tile and other floor coverings. It dries to a rich 
velvety gloss without buffing. 


Easy to apply—fast to dry . . . SAFE-T-SHEEN 
floor finish wears ON where others wear off. It is 
highly water resistant, completely colorless, com- 
pletely transparent. Long-lasting SAFE-T-SHEEN 
cuts maintenance costs—no constant refinishing 
required. ‘eriodic dry cleaning removes surface 


dirt and scuff marks—brings up the gloss. 


Approved by Underwriter’s Laboratories and 
Rubber Manufacturers’ Association. Ask your 
Holcombman for a demonstration. See why SAFE- 
T-SHEEN is your safest buy for lasting floor beauty. 


HOLCOMB 


CLEANING MATERIALS 


See your Holcombman, the “‘shirt-sleeve” expert on cost-cutting cleaning methods | 


. |. HOLCOMB MFG. CO., INC. 


1601 BARTH AVENUE 


INDIANAPOLIS, INDIANA 


i 
14 


Hackensack - Dallas - Los Angeles - Toronto 


JULY, 1958 For more information, use postcard on page 119 








INFORM 


CONTROLS 





An Aid in Control 
of Infant Diarrhea 


SMITH and UNDERWOOD 


1841 N 


14 











Before After 


Especially Important in the 
Summer Months is the Ster- 
ilization of your infant for- 
mula, because bacteria like 
to grow in a warm atmos- 
phere. 


Milk is sometimes slow in 
getting up to temperature, 
the autoclave is occasionally 
faulty, and at times the op- 
erator’s technique will vary. 


These are all factors to be 
guarded against, best ac- 
complished by using In- 
form Controls. 


Underheating of infant for- 
mulas is impossible with In- 
form Controls. 


Information Controls 
Samples Free on Request 


Main St Royal Oak, Mich. 








Hospital Accounting 


with Professor T. LeRoy Martin 





Replacement Accounting 


Inquiry: Since most hospitals are 
not-for-profit organizations why 
would not the use of replacement 
accounting for fixed equipment be 
preferable to depreciation account- 
ing? 
Comment: There are many impor- 
tant reasons for preferring to rec- 
ord depreciation of hospital plant 
and equipment periodically rather 
than showing the cost of replace- 
ments as an expense of the period 
in which the replacements are 
made. One very important reason in 
the minds of modern accountants is 
that failure to record depreciation 
leads to the omission from expenses 
of a material item representing the 
using up or expiration of valuable 
service units represented by the 
plant and equipment. This omission 
distorts the indicated results of op- 
eration. Contrariwise, charging off 
the cost of new equipment to ex- 
pense at the time of acquisition in- 
cludes among the expenses an ex- 
penditure for a valuable asset the 
service units of which will expire 
in subsequent periods and therefore 
should be costs of the subsequent 
periods. Both of these actions dis- 
tort the statement of income and 
expense and affect its usefulness. 
Another very important reason 
for recording depreciation periodi- 
cally over the time in which the 
equipment is giving up its useful- 
ness serving in the operating proc- 
esses of the hospital is that depre- 
ciation is a legitimate cost in third- 
party reimbursement contracts and 
recovery of costs demands consid- 
eration of depreciation expense. 
Questions about depreciation 
charges in hospital accounting or in 
accounting for any type of chari- 
table or not-for-profit organization 
usually arise from the viewpoint 
that provision of adequate funds for 
current operation is more signifi- 
cant than accounting information 
about how much value of equip- 
ment has expired, especially since 
the equipment was paid for some- 
time ago and will not be replaced 
for some time to come. However, 
proper financial management is re- 
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lated to careful budgeting and 
should not depénd upon historical 
accounting records alone. It might 
be granted that replacement ac- 
counting aids in budget preparation 
to the extent that it forces consid- 
eration of the capital expenditures 
budget as an integral part of -the 
operating expense budget. How- 
ever, it is doubtful that much sig- 
nificance can be attached to this 
point since a complete budget must 
involve consideration of expendi- 
tures for fixed plant and equipment. 


Inquiry: Is it necessary or desirable 
to record income of permanent en- 
dowments of a hospital in the en- 
dowment fund group of accounts, or 
is there another acceptable method? 
Comment: If the income from en- 
dowments is not restricted in any 
way, that is if the amounts received 
as income from permanent endow- 
ments are expendable for general 
purposes at the discretion of the 
trustees, there appears to be no 
compelling reason to record the in- 
come in the Endowment Fund 
group of accounts. Following this 
procedure involves deposit of cash 
in Endowment Fund bank account 
and setting up the account, Undis- 
tributed Endownment Income. This 
procedure must be followed by a 
later transfer of cash to the General 
Fund and by the bookkeeping that 
is associated with the transfer. 
What appears to be a more ex- 
pedient method is that of recording 
the receipt of expendable endow- 
ment income directly in the Gen- 
eral Fund accounts and depositing 
the cash directly in the General 
Fund bank account. Since it has 
been assumed that income involved 
is free of restrictions as to its ex- 
penditure, the method of recording 
income directly in the General 
Fund accounts appears to fulfill all 
the legal and accounting obligations 
of the hospital. Of course, the prin- 
cipal advantage of recording the 
transaction directly in the General 
Fund accounts is the elimination of 
a considerable amount of clerical 
detail. of 
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“Best-run hospital I was ever in!” 


This hospital administrator has never seen so 
many satisfied patients. Service is better dur- 
ing their stay ; bills are ready when they leave. 
Reason: the office staff is getting the job done 
faster, with less paper-work. 

This administrator and his comptroller, you 
see, found out about McBee Keysort punched- 
card controls! Today, with Keysort Requisi- 
tion-Charge Tickets, the business office has 
achieved promptness and accuracy in posting 
charges. And, because of increased ease of 
handling, the comptroller now develops the 
fast, complete figures needed on income and 
service-department output. (There’s much 
less paper-work for nurses, too!) 

Today, with the new, designed-for-hospitals 






Keysort Data Punch at each nursing station 
and clinic, Keysort Requisition-Charge 
Tickets are imprinted and code-punched in 
one operation. Completely accurate, com- 
pletely legible. No more hand-sorting before 
posting charges...hence faster, easily-verified 
billing to patients—with late and lost charges 
reduced to a minimum. Result: less clerical 
effort. 

With Keysort, hospital business offices can 
today provide more meaningful figure-facts 
to administrators and comptrollers — modern 
management tools which open the way to 
better patient care. 

The nearby McBee man can show you how 
it’s done. Phone him, or write us. 


MCBEE KEYSORT. 


BETTER PATIENT CARE THROUGH ADMINISTRATIVE CONTROLS 
ROYAL MCBEE Corporation 


PORT CHESTER, N. Y. Offices in principal cities. 
In Canada: The McBee Company, Ltd., Toronto 16 





Washington Bureau Reports 








FLEMMING FOR FOLSOM — mid-summer Arthur 
Sherwood Flemming, educator and government admin- 
istrator under three presidents, will succeed Marion 
Folsom as Secretary of HEW. While many genuinely 
regret the departure from the Washington scene of the 
quiet, almost unobtrusive Folsom, the responsibilities 
of the Department will be in good hands in the person 
of liberal Republican Flemming. He can be expected to 
quite militantly pursue objectives which Folsom may 
have become temporarily tired of pushing — and 
bloodying his head against the rugged opposition. 
© 


DR. JAMES V. LOWRY, appointed by SG Burney as 
Chief of the PHS’ Bureau of Medical Services, with 
rank of Assistant SG. He succeeds the late Dr. John W. 
Cronin and has been acting chief. 

© 
HEALTH AND HOSPITAL EXPENDITURES, by 
States, in 1957 totaled more than 1.9 billion dollars. 
Capital outlay for state hospitals and institutions for 
the handicapped, alone, was over $200 million. Spend- 
ing for “other hospitals,” intergovernmental expendi- 
tures and nongovernmental hospitals totaled up to al- 
most $188 million, and public health services better 
than $260 million. 

© 
TRAINING NURSES AIDES is subject of a new man- 
ual. Titled “How to be a Nursing Aide in a Nursing 
Home,” copies are obtainable at $2.50 each from the 
American Association of Nursing Homes, 1346. Con- 
necticut Ave. N. W., Washington 6, D. C. Text for the 
manual was written by Dorothy E. Reese, nurse con- 
sultant of PHS’ Div. of Nursing Resources. 

° 


EXCELLENT JOB POSSIBILITIES in the health pro- 
fessions are expected to persist for many years, accord- 
ing to Labor Secretary Mitchell’s latest evaluation. The 
reasons, generally well known to the hospital field, in- 
clude present shortages in most categories, expanding 
population, an increasing public awareness of the need 
for proper medical care, rising income levels and the 
increase in medical insurance plans. 

e 
70,000 NURSES NEEDED TODAY — apropos the 
above, the Women’s Bureau of the Labor Dept. have 
two new publications: “Nurses and Other Hospital Per- 
sonnel — Their Earnings and Employment Conditions,” 
and “Memo to Communities Re: The Nurse Shortage.” 
The former is 15 cents, the latter 5 cents from the Supt. 
of Documents, GPO, Washington 25, D. C. 

e 


120 MILLION PEOPLE, at least, have some form of 
voluntary medical care insurance. So says an article 
“Independent Plans Providing Medical Care and Hos- 
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pital Insurance: 1957 Survey,” which appears in the 
April Social Security Bulletin. Costs 25 cents from the 
Supt. of Documents. 

e 
FALLOUT SHELTERS, in limited number, and proto- 
types of various kinds will be built around the country 
by the Federal Civil Defense Administration. Among 
sites to be chosen will be as additions to existing hos- 
pitals and new hospitals. The shelters will also be de- 
signed to have practical peace-time uses. 

° 
SCHOLARSHIPS AND FELLOWSHIP GRANTS from 
the National Institutes of Health are excludable from 
gross income for Federal income tax purposes. In an- 
other IRS ruling: hospitals may use tax-free alcohol 
storerooms for the storage of drugs and other hospital 
supplies, so long as they are segregated and do not 
interfere with the proper accounting and safety of the 
tax-free alcohol. 

© 
WORK INJURIES and WORK-INJURY RATES IN 
HOSPITALS — detailed study by Bureau of Labor 
Statistics of the 1953 experience of government and 
nongovernment hospital employees. Forty cents from 
Supt. of Documents, or Regional Offices of BLS. 

eo 
PROFESSIONAL NURSE TRAINEESHIP program 
will be evaluated at a national conference, called by 
Surgeon General Burney, here, August 13-15. 

e 


$417,939 GRANT to Albert Einstein College of Medicine 
of Yeshiva University, New York, N. Y., for research on 
the medical and biological aspects of aging. Award was 


announced by PHS Surgeon General Burney. 
© 


SMALL BUSINESS loans approved include: $20,000 to 
Merrill Manon Nursing Home, Franklin, N. H.; $5,000 
to Arlington Manor Nursing Home, Oceanside, N. Y.; 
Leewood Lodge (nursing home), Annandale, Va., 
$65,000; Clinica Espanola, Inc. (hospital), Mayaguez, 
P. R., $90,000; Lincoln Memorial Hospital, Columbus, 
Ohio, $250,000; Glenhaven, Inc. (rest home), Glencoe, 
Minn., $177,000; Ingleside Nursing Home, Sioux City, 
Iowa, $142,000; and a $17,575 disaster loan to Moll 
Nursing Home, Inc., Valley Park, Mo. 
© 


MORE LOANS — from Community Facilities Adminis- 
tration: Hendrick Memorial Hospital, Abilene, Tex., 
$375,000 for 3-story nurses dormitory; $175,000 to Me- 
morial Hospital of Chatham County, Savannah, Ga., for 
intern family housing; $500,000 to Hillcrest Medical 
Center, Inc., Tulsa, Okla., for nurse housing and dining 
facilities. = 
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makes the shift to ether smoother and easier 


VINETHE 


nyl 





NE ® 





VINETHENE is a superior induction agent prior to ethyl ether. 
Its action is rapid and smooth. Excitement or nausea is 

rarely encountered. Muscular relaxation is good. Such benefits, 
established for a quarter of a century, also recommend 
VINETHENE for short operative procedures and as a 
complement to nitrous oxide or ethylene. VINETHENE is easily 


administered via open, semi-closed or closed methods. MERCK SHARP & DOHME 
Division of MERCK & CO., Inc., Philadelphia, Pa. 
Supplied: In 10-cc., 25-cc., 50-cc., and 75-cc. bottles, each 


with adjustable plastic dropper “ap. 
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Confidential Records 


QUESTION: A doctor recently 
asked for a copy of the record of 
a patient. He is a member of our 
staff but was not the attending 
physician. Should we obtain the 
authorization from the patient 
before releasing this informa- 
tion? 


ANSWER: Authorization should be 
requested from the patient or the 
patient’s next of kin in every case. 
We can no longer presume that a 
doctor wants the record for the wel- 
fare of the patient. Many physicians 
are now working for insurance 
companies and commercial organi- 
zations as investigators. In that ca- 
pacity they have no right to any in- 
formation on the medical record. 
They know this but, unfortunately, 
some physicians have tried to use 
their professional prerogatives to 
obtain information to which they 
were not entitled and the patient’s 
interests must be protected from 
such unauthorized prying. 


Statement on Intoxication 


QUESTION: Accident cases are 
sometimes brought into our 
emergency room by the police. 
These officers ask our resident 
doctors to make a statement for 
the recerd as to whether or not 
a patient is suffering from alco- 
holic intoxication. Should he 
comply? 


ANSWER: No physician should 
ever make a statement that a pa- 
tient is suffering from alcoholic in- 
toxication unless he is in a position 
to prove it scientifically. 

The physician may testify as to 
the facts that he has observed only. 
If the alcohol content of the blood 
as shown by a laboratory examina- 
tion exceeds the upper limits of 
normal, the doctor may be per- 
mitted to record this observation. 

An unsubstantiated “off the cuff” 
opinion may lead toe an action for 
slander both against the doctor and 
the hospital. 
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Educational Dissection 


QUESTION: We have a problem 
in the teaching of residents and 
interns. There is a shortage of 
materials for dissection. We 
would like to use our autopsy 
table for this purpose. Could our 
permission for autopsy permit us 
to undertake these procedures on 
a cadaver? 


ANSWER: Consent to autopsy 
usually covers only such dissection 
as may be necessary to ascertain 
the cause of death. 

Dissection that is unnecessary for 
this purpose is nothing more than 
mutilation and so would not be 
covered by the consent. 

If this is the only source of dis- 
section material, then a_ special 
paragraph should be added to the 
autopsy consent permitting educa- 
tional dissection. This should be 
signed by the next of kin. 


Outpatient Prescriptions 


QUESTION: It has been the cus- 
tom in our hospital to fill pre- 
scriptions for outpatients in our 
hospital pharmacy. We try to 
get full cost for our pharmaceuti- 
cals but in many instances we 
have been obliged to accept 
whatever the patient can pay or 
to give them free on occasion. 
Recently our pharmacist at- 
tempted to tell us that we must 
discontinue this practice because 
it is unethical. Can you explain 
this to us? 


ANSWER: Filling of prescriptions 
for outpatients is considered un- 
ethical by some people but only 
when the patient can afford to pay. 
They reason that the hospital which 
pays no taxes is competing with the 
commercial drug store which does 
pay taxes. Undoubtedly, this creates 
an unfair advantage for the hospital 
if it sells pharmaceuticals to the 
general public. 

If your hospital is giving away 
drugs free to people who cannot 
pay you can expect no competition 


for this privilege from commercial 
drug stores. 

Losses on free drugs must be 
made up in some way by the hos- 
pital. It then becomes a matter of 
policy to what extent the hospital 
pharmacy will engage in the sale of 
pharmaceuticals to the people. 
Where the hospital is rendering a 
community service, it should have 
the opportunity to at least break 
even in the provision of these serv- 
ices. 


Disposal of Stillborn 


QUESTION: What is the recom- 
mended procedure for disposal of 
stillborn? 


ANSWER: This may be covered in 
your state laws and you should 
consult your attorney about this. In 
Catholic hospitals the practice is to 
make an arrangement with a local 
undertaker to bury them. This does 
not usually involve funeral services 
or any special ceremonies. 

In other hospitals they are cre- 
mated without ceremony in an in- 
cinerator used for pathological 
waste. 

If there is danger of contagion or 
if it is not reasonably possible to 
bury the stillborn, the Catholic 
Moral Code permits cremation. 


Therapeutic Abortion 


QUESTION: A woman has come 
to our hospital in her third 
month of pregnancy. This is the 
fifth pregnancy. The four previ- 
ous pregnancies have resulted in 
the birth of malformed infants 
who died shortly after birth. 
Some of our doctors are recom- 
mending that the pregnancy be 
terminated as a_ therapeutic 
measure. Is this justified? 


ANSWER: No. Although the risk 
of having another defective child is 
great, certainty that the next child 
will be malformed is a false pre- 


sumption. It is not justification for ; 


abortion. 
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: “Examine your armamentarium! It’s not complete 
| without ‘BABY SILICARE’ for diaper dermatitis” — 
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Medicated Baby Silicare Powder and Lotion can help you in the 
management of even the most difficult cases of diaper MEDICATED 


1 | dermatitis. Superior clinical effectiveness of both . — a 
e Powder and Lotion is well documented Bab Silicare 
~ | in the literature.'.23 They are routine on obstetric and ) ® 








n Bi: 
s |. pediatric services of many leading hospitals. POWDER AND LOTION 
v. | Patient acceptance is high. Why not use Baby Silicare Powder and 
. } lotion for prevention and treatment of diaper dermatitis? gi —_— Mme 
ic 

1. Kaessler, H. W.: Arch. Ped, 74:47 (Feb.) 1957. 2. Kahan, H. ef of.: Arch. Ped, 73:125 (Apr.) 1956. active ingredients: 












3. Editorial: LA.M.A. 165:254 (Sept. 21) 1957. eos 
glyoxyl diureide 

dimethylpolysiloxane 
hexachlorophene 
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™ GRANT C. PICK served as the tenth president of 
Michael Reese Hospital in Chicago. At age 37 he was 
the youngest president in the hospital’s history. This 
was in 1947, when Mr. Pick had only recently returned 
from Air Corps duty overseas. 

When he learned that he was to become Michael 
Reese’s next Board President, Mr. Pick took his re- 
sponsibility so seriously that he immediately enrolled 
as a student in hospital administration with the late 
Dr. Arthur C. Bachmeyer at the University of Chicago. 
He was the first hospital trustee ever enrolled in the 
course. 

This background stood him in good stead in the tu- 
multuous decade of his presidency, during which, as 
others said on the occasion of the hospital’s seventy 
fifth anniversary, “More was accomplished than in the 
entire past history of Michael Reese.” 

The hospital was surrounded by a sea of slums that 
had engulfed the entire neighborhood. Prior to Mr. 
Pick’s presidency, a firm decision had already been 
made not to move, but to remain in the area, rebuild 
the hospital, and to aggressively seek community im- 
provement in the square-mile area around Michael 
Reese. 

Under Mr. Pick’s presidency, time tables were drawn 
up for construction, with a portion of Michael Reese’s 
$35,000,000 building program scheduled for the first ten 
years and the balance assigned to the long-range status. 

By 1958, Mr. Pick’s apologies to his fellow board 
members were confined only to the fact that this pro- 
gram had run slightly more than a year behind sched- 
ule. Every item in the $21,000,000 listing promised to 
the community in 1948 had been fulfilled or was in 
immediate sight. 

Coupled with this impressive bricks-and-mortar 
achievement, improvement of patient services has gone 
hand-in-hand in Michael Reese’s programming. 
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‘HM’ Salutes 


Grant J. Pick 


Past President 
Michael Reese Hospital 
Chicago 


All wards that had been closed during World War 
II because of a shortage of nurses, were reopened as 
the hospital gradually solved this problem by improv- 
ing working conditions for nursing personnel, institut- 
ing an experiment in team nursing, actively recruiting 
graduates. The average number of nursing hours per 
patient day was also substantially increased from 2.8 
to 3.5. Comparably in the area of medical education, 
great strides were made in strengthening the House 
training program, with the appointment of a full-time 
director of Medical Education; relieving interns and 
residents of many routine tasks that could be per- 
formed equally well by technicians; all for the purpose 
of improving the House Staff and thereby strenghen- 
ing patient care. The success of this program is re- 
flected in the fact that in 1958, Michael Reese secured 
almost all of its interns through the National Intern- 
Matching Plan. 

Although Mr. Pick’s service as board president of 
Michael Reese has been concluded by his own choice, 
his service to the medical needs of the community will 
continue as actively as ever. He now heads the clinic 
committee of the Michael Reese board, and has re- 
cently been elected vice-president of one of Chicago’s 
newest organizations, the Hospital Planning Council 
of Metropolitan Chicago. This group, which is the 
brain-child of the Chicago Institute of Medicine, will 
study long-range hospital needs of the entire met- 
ropolitan area, to give Chicago a workable pattern of 
health facilities and to eliminate duplication of serv- 
ices. If this tremendous job is to be accomplished 
effectively, Chicago knows that one of the men who 
can be counted on to do his share as a volunteer board 
officer is Michael Reese’s recently retired president. 
HOSPITAL MANAGEMENT is proud to acknowledge this 
great trustee’s contribution to the improvement of hos- 
pital services. e 
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won't give you casts this strong) 


But they give you the 
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Bandage Bandage 
OsTIC B Cc 











Waterproof package YES NO YES 


(prevents presetting) 





Setting time controlled YES NO NO 


within 20 seconds 





Available in both fast} ygg YES | NO 


and extra-fast setting 





_ loss less than YES | YES | YES 


0 





Nonravelling edges YES YES YES 





Available in colors for YES | YES | NO 


kids 





Colors are ——_* 
pigments (not dyes). 
Won’t stain fabrics.| YES NO sete 
No gloves needed. 





























GIVE KIDS MEMBERSHIPS 
IN THE CURITY HERO CLUB 


Youngsters’ spirits rise when you 
make ’em members of the Curity 
Hero Club. (And you get better 
co-operation.) Hero’s badges and 
certificates of membership packed 
inside every box of Ostic in Colors. 


Curity 
OSTIC 


PLASTER BANDAGES 
Bauer « Black 


= | DIVISION OF THE KENDALL COMPANY 
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Guest Editorial 









Secretary General 
The World Medical Association 


T he World Medical Association 
was organized in September 1947 as 
a result of conferences during and 
following the Second World War. 
These conferences developed the 
fact that doctors, the world over, 
appeared to have the same problems 
and to think pretty much alike 
about their solution. 

The unit of membership is the 
national medical association of the 
country which is most representa- 
tive of the medical profession in that 
country. The American member is 
the American Medical Association. 
There are now 53 national medical 
associations as members and they 
represent about 700,000 physicians. 

The policy-making body is the 
General Assembly which meets an- 
nually. It is made up of the officers, 
Council and two delegates from 
each member association. In addi- 
tion, each member association may 
send two alternate delegates and as 
many observers as it desires. Many 
international and national organi- 
zations send observers as well. 

The Council is the administrative 
body of the Association. It consists 
of the president, president-elect, 
treasurer and 11 elective members, 
seven of whom are elected on a re- 
gional basis. It meets before and 
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The World Medical Association 


after the General Assembly and 
also in the middle of the year. 

The headquarters of the Associ- 
ation is located in New York City 
and is headed by a secretary gen- 
eral. There are four regional secre- 
taries, one each for Australasia, Asia, 
Latin America and Europe. A full- 
time liaison officer is located in 
Geneva to keep in close touch with 
other international organizations 
whose headquarters are in that city. 

The aims of The World Medical 
Association are to bring the physi- 
cians of the world in closer liaison; 
to serve as a forum for discussion 
of international medical problems; 
to distribute information; to protect 
the interests of the medical profes- 
sion; to raise the standards of med- 
ical care, medical education and 
health throughout the world; to 
speak for the practising medical 
profession before other international 
bodies; and to promote better inter- 
national relations. 

The World Medical Association is 
often confused with the World 
Health Organization. WHO is the 
health unit of the United Nations. 
It represents governments in the 
field of medicine, is supported by 
government funds and naturally has 
government philosophy. On the 








other hand The World Medical As- 
sociation is non-governmental and 
represents the medical profession 
through its national associations, is 
supported by dues and contribu- 
tions, and is non-governmental in 
its philosophy. 

There is the same difference in 
the international level between 
WMA and WHO as there is on the 
national level between the Amer- 
ican Medical Association and the 
United States Public Health Serv- 
ice. 

Because the income of WMA is 
limited and _ because individual 
membership is not possible, sup- 
porting committees have been es- 
tablished in several countries. The 
original, largest and most important 
of these is the United States Com- 
mittee which is a non-profit organi- 
zation. Individual membership is 
possible in this committee as well as 
corporate membership. Membership 
entitles the member to all the priv- 
ileges of direct membership, except 
voting at a general assembly. The 
United States Committee supports 
Secretariat and the World Medical 
Journal. The latter is a tri-lingual 
bimonthly publication edited by Dr. 
Austin Smith, who is better known 
as the Editor of the Journal of the 
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INJECTION 

1 AUTOMATION can recover for your hospital 

| up to 82 hours of nursing time 
per 1000 wngjections* : 


De a a ee en ee 














Sharpen dull needles : 


‘Select medication 
Load Sterilize syringe and needle 
Inject Match and assemble sterile parts 
Discard needle unit “Select medication 








closed-system injection 


TUBEX 


the modern injection technique 


*Based on Hunter, J.A., et al.: Hosp. Management 
x 81:82 (March) 1956, 81:80 (April) 1956, 83:86 
a (March) 1957. Reprints of these studies are avail- 
able from your Wyeth Territory Manager or write 
Wyeth, P.O. Box 8299, Philadelphia 1, Pa. 


Wipeth 


Philadelphia 1, Pa. 











TUBEX... your largest selection 
of closed-system medications 
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Modern Tubex Injection 










Prepare medication 
Fill syringe 

Inject 

Disassemble and rinse 
syringe and needle 


Conventional Injection 


saves labor, time, money 


eliminates hidden costs 
simplifies handling and control 
reduces chance of pilferage 


permits more efficient use of nurses’ time 
for other patient-care duties 


assures better medical care 


eliminates a primary source of serum hepatitis 
assures asepsis and precision dose 

minimizes pain—every injection with a new needle 
reduces risk of contact sensitization 

to personnel 

assures stability of active ingredients— 
cartridges are glass, not plastic 
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American Medical Association, and 
describes the changes in and de- 
velopment of medical affairs around 
the world. 

One of the most important activi- 
ties of The World Medical Associ- 
ation has been in the field of medi- 
cal education. It has sponsored sur- 
veys on both undergraduate and 
postgraduate medical education. The 
First World Conference on Medical 
Education was held in London un- 
der its auspices in 1953. Its theme 
was “Undergraduate Medical Edu- 
cation”. WMA had as collaborators 
the World Health Organization, the 
Council for International Organiza- 
tions of Medical Sciences, and the 
International Association of Uni- 
versities. The conference was most 
successful and was attended by par- 
ticipants from 62 countries and 127 
universities. 

Shortly afterwards it was decided 
to hold the Second World Confer- 
ence on Medical Education. It will 
be devoted to a consideration of 
postgraduate medical education. Its 
theme will be “Medicine — A Life- 
long Study”. The Conference will 
take place in Chicago, August 30 to 
September 4, 1959. An attendance of 
at least 1,500 is expected. 

Two early accomplishments of 
The World Medical Association that 
have strengthened its solidarity 
were the promulgation in 1948 of a 
modern restatement of the Hippo- 
cratic Oath and the adoption in 1949 
of an International Code of Medical 
Ethics. 

The Declaration of Geneva was 
adopted because of the war crimes 
during the Second World War. The 
Declaration follows: 


At the time of being admitted as 
« member of the medical profession: 


“I solemnly pledge myself to con- 
secrate my life to the service of 
humanity. 


“I will give to my teachers the 
respect and gratitude which is their 
due. 


“IT will practice my profession 
with conscience and dignity. 


“The health of my patient will be 
my first consideration. 


“I will respect the secrets which 
are confided in me. 


“IT will maintain by all the means 
in my power the honor and the 
noble traditions of the medical pro- 
fession. 


“My colleagues will be my broth- 
ers. 
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“I will not permit considerations 
of religion, nationality, race, party 
politics or social standing to inter- 
vene between my duty and my pa- 
tient. 


“I will maintain the utmost re- 
spect for human life, from the time 
of conception; even under threat I 
will not use my medical knowledge 
contrary to the laws of humanity. 


“I make these promises solemnly, 
freely and upon my honor.” 


WMA has adopted Twelve Prin- 
ciples to apply in case medical care 
is delivered under any social se- 
curity scheme. These principles are 
designed to protect the rights of the 
patient and the status of medicine 
and the medical profession. The 
WMA has endeavored to counteract 
the efforts put forth by the Interna- 
tional Labor Organization and the 
international Social Security Or- 
ganization to drive mediciné into 
delivering a regimented, assembly 
line type of medical care on a com- 
pletely socialistic basis. 

Two of the present activities of 
the association should be of interest 
to the American doctor. One is the 
development of a central repository 
for medical credentials. Following 
the last war and again during the 
Hungarian tragedy, hundreds of 
doctors lost all their belongings in- 
cluding all evidence that they were 
qualified practitioners or had even 
graduated from a medical school. 
WMA is setting up a central re- 
pository to which a doctor may send 
authenticated copies of his creden- 
tials together with certain evidence 
about himseif. Then in the event of 
disaster, by proving his identity, he 
can claim these copies and be able 
again to establish himself as a 
physician. If war comes again all are 
agreed that the United States will 
be the first place the enemy will 
strike. 

The other proposal is one which 
has been worked out jointly with 
the International Committee of the 
Red Cross and the International 
Committee of Military Medicine and 
Pharmacy. It involves the recogni- 
tion of an emblem to protect medi- 
cal personnel and medical units en- 
gaged in civil defense. It is not gen- 
erally understood that the Red 
Cross can only be used by units at- 
tached to the armed forces. 

The emblem agreed upon consists 
of a straight stick and a sinuous 
line, representing a snake coiled 
around the stick, with two undula- 
tions on the left side and one on the 
right. It is red on a white back- 





ground. Regulations governing its 
use have been drafted. The emblem 
has been submitted to the national 
member associations of the three 
organizations, with a view to urging 
governments to recognize it. An in- 
ternational diplomatic convention 
will eventually be called to give it 
world-wide recognition. 

Because of its liaison with other 
international organizations and be- 
cause of its acceptance by 53 na- 
tional medical associations, The 
World Medical Association has be- 
come recognized as the interna- 
tional voice of medicine and the 
practising medical profession. 

Americans are apt to think that 
policies developing abroad cannot 
affect us in the United States. The 
world is small today and we no 
longer have the protection of dis- 
tance. To show how the American 
Medical Association feels about sup- 
port of The World Medical Associ- 
ation, sections of a declaration by 
its House of Delegates in 1957 foi- 
low: 


“Whereas, The World Medical As- 
sociation is the only international 
medical organization representing 
the practising profession in the 
fields of medical economics and 
medical education and devoted to 
protection of the freedom of the 
practice of medicine; and 

“Whereas, The United States 
Committee of W.M.A. was organ- 
ized in 1948 to enable all American 
physicians to render support to the 
objectives of The World Medical 
Association and help improve the 
status of organized medicine inter- 
national; and 

“Whereas, The House of Dele- 
gates of the A.M.A. at its Clinical 
Session in November 1956 declared: 
“It is difficult to believe that any 
physician in the United States is not 
a member of the (U. S. Committee) 
W.M.A. Further expansion of the 
U. S. Committee will be necessary 
if the American viewpoint is to be 
continually and_ effectively pre- 
sented by our spokesmen in The 
World Medical Association and, 
through them before other interna- 
tional bodies, to protect the interest 
and aims of medicine. Surely physi- 
cians will wish to share in this 
international effort.”; therefore be i: 

“Resolved, That the House o° 
Delegates of the American Medical 
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Association reiterate its support of F 
The World Medical Association and © 
recommend that every member of © 
the American Medical Association 3 
join the U. S. Committee of The 7 


World Medical Association.” r 
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Hospital Calendar 


August 


ee 


American Osteopathic Hospital 
Association, Medical Record Li- 
brarians Training School, Univers- 


ity of Colorado, Boulder, Colorado. 


Executive Stewards’ and Caterers’ 
Association, Hotel Pantlind, Grand 
Rapids, Michigan. 


American Hospital Association, 
Palmer House and _ International 
Amphitheatre, Chicago, Illinois. 


18-21. 


. Biological Photographic Associa- 


tion, Shoreham Hotel, Washing- 
ton, D. C. 


September 


. » American Nursing Home Associa- 


tion, Sheraton Palace Hotel, San 
Francisco, California. 


American Osteopathic Hospital 
Association, Northwest Institute, 
Multnomah Hotel, Portland, Ore- 
gon. 





... and with good reason. Staph is a real trouble maker. 
Staphylococcus aureus—to be more formal—is vicious. 
It invades every part of the hospital. Wherever 

there are people, it can multiply. In dust, staph lives 


for weeks waiting to re-infect. 


Once staph gets on the loose, there’s no telling 
where it may turn up next. . . operating rooms 
... Nurseries . .. patient rooms .. . laundry . . . food 
service. Among insidious troubles it can cause are 
postoperative wound infection . . . staphylococcal 
. . Staphylococcal 


pyoderma . . . puerperal mastitis . 


pneumonia and enterocolitis. 


(Editor’s note: In fact, staph infection can pave the way 
for strep infection, too. If strep gets into a wound 
with antibiotic-resistant staph . . . parenteral penicillin 
won't stop or prevent strep infection even when the strep 


organisms are penicillin sensitive.) 


Stopping staph troubles—or never letting them start— 
that’s the problem. Careful attention to total 


environmental asepsis. 


. - critical evaluation of disinfection 


procedures and the disinfectants used . . . is an 


important part of the answer. 


Take Lehn & Fink disinfectants, for instance. 
All three—Lysol®, O-syl®, and Amphyl®—kill even 
antibiotic-resistant staph. Besides being staphylocidal, 
they kill all pathogenic organisms . . . including 
fungi and TB bacilli . . . commonly known to cause 


cross infection in hospitals. 


Let us show you how to use our disinfectants 


. . Southwestern Pennsylvania Hospi- 


tal Accountants Association and 
the Hospital Council of Western 
Pennsylvania, Roosevelt Hotel, 
Pittsburgh, Pennsylvania. 


. Florida Chapter of the American 


Association of Hospital Account- 
ants and the Florida Hospital As- 
sociation, Helen Hamil, Chapter 
Secretary, Mercy Hospital, Miami, 
Florida. 


October 


13-14... 


Oregon Association of Hospitals, 
Gearhart Hotel, Gearhart, Ore- 
gon. 


- American Association of Medical 


Record Librarians, Statler Hotel, 
Boston, Massachusetts. 


- Idaho Hospital Association, Elks 


Temple, Boise, Idaho. 


. The American Dietetic Associa- 


- Mississippi 


. Nebraska 


tion, Benjamin Franklin and Belle- 
vue Stratford Hotels, Philadelphia, 
Pennsylvania. 


Hospital Association, 
Hotel Heidelberg, Jackson, Mis- 
sissippi. 


Hospital Association, 
Sheraton-Fontenelle Hotel, Omaha, 
Nebraska. 


- American College of Osteopathic 


. American 


Hospital Administrators, National 
Institute, Statler Hotel, Boston, 
Massachusetts. 


Osteopathic Hospital 
Association, Statlar Hotel, Boston, 
Massachusetts. 


- Ontario Hospital Association, 


Royal York Hotel, Toronto, On- 
tario, Canada. 


November 


3-3 es 


. Missouri 


Maryland-District 
Delaware 
Hotel 
DG: 


of Columbia- 
Hospital Association, 
Shoreham, Washington, 


Association of Inhalation Thera- 
pists, Kingsway-Ambassador Ho- 
tel, St. Louis, Missouri. 


Arizona Hospital Association, 
Westward-Ho Hotel, Phoenix, Ari- 
zona. 


Hospital 
President, 


Association, 


Hotel Kansas City, 


to control the spread of staph. Won’t you write us at mnvonneeri, 


445 Park Avenue, New York 22, N. Y.? 
January 1959 


Professional Division 


23-24 .. Alabama Hospital Association, 
Lehn & Fink Products Corporation Admiral Semmes Hotel, Mobile, 


Alabama. a 
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|) a 2 emergency 
: , transfusion 
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choice’’x 
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on, 
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“si 4 Normal Serum Albumin (Human) 
No risk of serum hepatitis 

on, a Ready for administration; no storage problems 

\i- Human protein; readily metabolized 

‘ Contains no blood-clotting components 

No grouping, typing, cross-matching required 





ion, 

ity, Supplied: 'ALBUMISOL!' 5%—in 250 and SOO cc. bottles in 
packages with a set of disposable intravenous equipment. 
Also supplied: 'ALBUMISOL' 25% (Salt-Poor)—in 20 cc. MERCK SHARP & DOHME 
bottles; in 50 cc. bottles in packages with a set of dispos- Division of MERCK & CO., INC 

ten, able intravenous equipment. Philadelphia 1, Pa. 

rile, ff 

s § * Janeway, C.A.: Quart. Rev. Med. 9:153 (Aug.) 1952. 
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Nobody Buys 
Unless Somebody Sells 





Paul E. Clissold 


There has been a lot of talk and publicity lately on “Buy Now” 
as a means of licking the recession. We think this is a cart-before- 
the-horse approach. Instead of “Buy Now” promotions, we ought to 


be putting our effort behind “Sell Now” programs. 





In the first place, there is no recession in the hospital market. 
Not only are sales setting new-record highs each year, but even at 
present levels hospital facilities must increase three hundred percent 


to catch up with demand. 


In the second place, we think that telling an individual he ought 
to buy now, in order to overcome the recession, is one of the poorest 


possible reasons we can give to persuade him to spend his money. 


It’s true that increased purchasing will cure a recession. But this 
requires lasting increases, not “one-shot” emergency flurries. The 
business press has been full of the sales success of “Buy Now” spec- 
taculars in many fields. Yet, if you will analyze them carefully, the 


only real gains were scored by firms employing sound selling tactics. 


As a matter of fact, isn’t an aggressive selling and promotional 
treatment usually the cure for a business bellyache, whether it’s for 


a company, an industry, or a nation? 


Paul §. (lissold 


Publisher 








28 HOSPITAL MANAGEMENT 





panies 





Bs a Gad the 





SEAMLESS 
TOP GUARD 


Eliminates dirt catching 
crevices. Open corners 
permit easy cleaning. Ex- 
tended edge of guard 
prevents articles carried 
on top deck from sliding 
off in transit. 


for FREE 
CATALOG 
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Write 


with... 


The cold section of the new 
IDEAL Mealmobile gives you a refrigerator 
on wheels . . . eliminates the problem of handling 
and freezing dole plates. A unique blower arrange- 
ment maintains an even temperature, selected by 
thermostat, throughout the cold compartment. 


The IDEAL Model 9020 BCT delivers with 
“kitchen control” 20 meals of hot and cold foods 
and dispenses both hot and cold liquids. This new 
IDEAL Mealmobile is truly a new plus 

in food serving efficiency! 


REFRIGERANT 
COMPRESSOR 


The %, H.P. refrigerant com- 
pressor is protected by a 
20 ga. stainless steel hous- 
ing. Thermostat on com- 
pressor housing permits se- 
lection of cold compartment 
temperature. Switch permits 
blower in cold compartment 
to be turned off when doors 
to cold section are open. 





tion 





Model 9020BCT ‘S 
MECHANICAL 


COOLING 


Qeleck MEALMOBILE 


LD SECTION 


close. 


change 
ments, 


NO-TIP 
TRAY GUIDES 


Exclusive ‘‘no-tip’’ 
guides allow tray to 
be pulled out all the 
way and kept level 
for drawer -to- tray 
serving without lift- 
ing tray to top deck. 
Affords speedier 
service and less 
chance for error. 


SUPER SIZE 
DRAWERS 


Seven heavy gauge 
aluminum drawers 
in the heated sec- 
tion. Each holds 
three 9” plates plus 
three side serving 
dishes. Safety stops 
and name cord 
holders. 


HOSPITAL EQUIPMENT 
Found ine Frsemest! Wagpilals 
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A unique blower - coil 
arrangement keeps 
temperature within the 
cold-compartment even 
throughout. Drip 
trough and cup catch 
water resulting from 
condensation... 
eliminate puddies on 
bottom of cold section. 

















BEVERAGE 
DISPENSER 


Exclusive Ideal built-in 
beverage dispensers fea- 
ture individual thermo- 
static control. Thoroughly 
insulated from each other 
and from the remainder 
of the cart, they can 
carry both hot and cold 
liquids. Each well has 
5¥2 quart capacity. 


LOCK SEAMED 
INSULATED DOORS 


Exclusive Ideal overlapping 
doors provide positive seal 
regardiess of temperature 
extremes. Easy to open and 

Glass fiber insula- 
reduces temperature 


inside compart- 





Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 











MURFREESBORO, TENN, 
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| “In” patients 
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“Going-out” patients...sooner EE 
with GANT RISIN rece | = 


The treatment period is shortened and tolerated without forced fluids or 
patients get back in stride sooner with alkalis. q f 
Cantrisin, the dependable wide-spec- For any of the oral, parenteral and 4 a 
trum sulfonamide. Beds become va- topical forms of Gantrisin, order di- BS fa 
cant faster in urological, medical and rect from Roche through our special J ex 
surgical wards. hospital price program. ’ 


Gantrisin is highly soluble and well Cantricine—-henad of culfeonascle ; _ 
® 


Roche Laboratories . Division of Hoffmann-La Roche inc . Nutley 10 ° N. J. : Ass 
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Changing social and health patterns create 


Changing Demands on Nursing 


™§ PROFESSIONAL NURSES share a 
deep concern about the quantity 
and quality of patient care recog- 
nizing that there is an ever-widen- 
ing gap between nursing supply and 
demand. 

We anticipated hopefully that the 
increasing birth rate of the early 
1940’s would make available to 
nursing enough young men and 
women to relieve the nursing short- 
age. It seems now that this was 
wishful thinking because of the 
ever-increasing demands. 

First, our total population is in- 
creasing rapidly. It has been grow- 
ing at a rate of two and one half 
million persons a year in the United 
States since 1947. In California, it 
is growing at the rate of 1,500 per- 
sons a day. California’s population 
has doubled since the 1940 census 
(17 years). California has had a 
population increase of 28 per cent 
since 1950 as compared to an 11 
per cent population gain in the 
U.S. as a whole. And so too are 
other Western States feeling the 
pressure of population increase. The 
accelerated birth rate and increas- 
ing proportion of persons in the 
older age group have enlarged the 
two groups who have the greatest 
need for nursing care—the very 
young and the aged. 

Second, life ‘expectancy has 
doubled since 1890. It is 20 years 
greater than in 1900 (69.9 years). 
This means a growing army of old- 
er people with chronic diseases that 
require longer, more complex care. 

Third, all groups in the popula- 
tion are demanding more services 
of hospitals and other health fa- 
cilities. The rapid growth of these 
facilities is greatly influenced by 
extension of health insurance 
(about half of the approaching 
170,000,000 population of the U.S. 
has some form of health insurance) 





Presented at the Nursing Institute of the 
Association of Western Hospitals. 
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by Marian Alford 





Marian Alford, R.N. 

Executive Director 

California State Nurses Association 
San Francisco, California 


and by the increased utilization of 
the skills and facilities of modern 
medicine. 

Fourth, medical progress has 
been phenomenal. Hundreds of dis- 
coveries can be named_ which 
reaches vital centers of the body, 
such as the heart. Along with them 
comes changing demands upon 
nursing and preparation for the 
practice of nursing must expand 
to include new skills. A nurse must 
be able to manage complicated 
equipment which contributes to the 
recovery of the patient. It is not 
enough that nurses give exact 
medications ordered by physicians. 
They must also know the nature 
of today’s powerful drugs, their 
toxic potentialities, their dosages 
according to the patient’s age and 
condition and their probable effects. 

A nurse must be able to antici- 
pate and evaluate possible results 
from the administration in order 
to keep the physician accurately 
informed. She must be increasingly 
aware of emotional and social fac- 
tors that influence illness and 


_ health. 


Change in 50 Years 


This is a far cry from what was 
required of the nurse of less than 
50 years ago. Most of the graduate 
nurses were then in private duty 
practice, usually in the home. 
Nurses in those days had oppor- 
tunity to know their patients and 
families because severe illnesses 
such as typhoid and pneumonia 
were usually followed by long 
periods of convalescence. A nurse’s 
skill then was judged by her skill 
in caring for these conditions. With- 
out the sulpha drugs and antibi- 
otics, the ultimate recovery of the 
patient was highly dependent upon 
the nurse working under medical 
direction in preventing undue strain 
on the heart in pneumonia and re- 
lapses in the case of typhoid. 
Nurses could expect an obstetrical 
engagement to go on for one to 
three months. Now these patients 
are almost immediately ambulatory 
and where the average hospital 
stay of the patient was once 30 
days, it is now about 7.5 days. 

Today, the services of profession- 
al nurses are sought in home, in- 
dustry, hospital and school since 
now there is also emphasis on pre- 
vention and rehabilitation. 


Extension of Practice 


Judgments have been forming 
and changing of what is the 
province of the physician, of the 
professional nurse and, more re- 
cently, of other members of the 
health team. The boundaries of 
these provinces will not remain 
fixed. At one time nurses did not 
take temperatures—only a doctor 
was considered capable of doing so. 
Nurses did not take blood pres- 
sures but this is now common prac- 
tice among the duties of nurses. 
Now nurses, under certain circum- 


Please turn to page 62 
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Press Relations on 


the CELEBRITY 
ADMISSION 


Jean Margetts, upon admission, with her mother. 


® THE FOURTH OF JULY is usually 
an exciting, explosive holiday. But 
not even Independence Day events 
could rival the drama and excite- 
ment which was touched off in Salt 
Lake City’s Latter-day Saints Hos- 
pital early on July 4, 1956. 

At sundown, on July 3rd, a 
plucky 18-year-old California girl 
was found alive after being pinned 
for nine days under a wrecked car 
in Parley’s Canyon, just east of 
Salt Lake City, Utah. Jean Mar- 
getts, of Sunnyvale, California, had 
startled the medical world by her 
nine-day survival without food and 
water, in addition to being seriously 
injured in the crash. 

The impact of such a miracle ad- 
mission to the hospital first pene- 
trated the sleepy consciousness of 
the writer at 4:30 am. with the 
ringing of his residence telephone. 
It was a local newspaper reporter 
on the phone requesting further 
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by L. Brent Goates 
Assistant Administrator 

The Latter-day Saints Hospital 
Salt Lake City, Utah 


medical information and_photo- 
graphing privilege. 

Perhaps this is the typical pat- 
tern which announces the entrance 
into the hospital of a celebrated 
emergency patient. It would be 
more desirable, of course, to always 
learn of such occurrences from a 
member of the hospital staff so that 
the administrator could appear 
more intelligently informed when 
receiving the inquiries of the press, 
but such is not often the fact. 


Success or Failure 


The request of the press forces 
immediate action. Here the hos- 
pital press informant faces the im- 
minent responsibility of clearance 


with both the private physician and 
the immediate family of the pa- 
tient. Upon the outcome of these 
contacts hangs the success or fail- 
ure of the public relations service 
he is to render in future days. 

Some members of the public, if 
fate caught them in such a tragedy, 
may have the intelligence and the 
broad vision to see the enormous 
public interest inherent in such an 
amazing situation. In fairness, we 
of the hospital field must always 
be sincerely sympathetic to the tre- 
mendous emotional stress all par- 
ents would be carrying under these 
circumstances. But it is safe to say 
that most members of the public 
would be completely oblivious to 
the human interest aspect, and 
interpret any approach toward the 
establishment of press relations as 
an unnecessary intrusion when 
their hearts are broken. 

It is not uncommon, either, to 
find members of the medical pro- 
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fession so absorbed with their all- 
consuming practice as _ physicians 
that they may not immediately 
recognize the intense public interest 
in case of this singularity. Under 
the stress of a “life and death” 
situation, the physician might also 
brush aside the public relations 
aspect with lack of appreciation for 
the interruption of his time and 
attention. 

These are the obstacles which 
the hospital press officer might as 
well anticipate, for they exist in 
the majority of situations to a 
greater or lesser degree. Yet, here 
is the crisis of the hospital’s op- 
portunity to render a service to all 
parties concerned—the press, the 
family and the attending physicians. 
If the press officer wilts at these 
pressures, there will be no effec- 
tive public relations program estab- 
lished through the course of the 
patient’s hospitalization. 

The contacts with both physicians 
and the immediate family, there- 
fore, must stress the importance 
of the establishment of organized 
press releases at the earliest possi- 
ble moment. In the meantime, how- 
ever, the newspaper cannot be kept 
waiting. In the case of Miss Mar- 
getts, the paper obtained permis- 
sion to photograph at 7:15 a.m., the 
morning of inquiry, after the Nurs- 
ing Service had been instructed to 
draw up an informal censent form 
which released physicians and hos- 
pital from liability. The form was 
signed by both parents. 


Legal Aspects of Release 


Physicians in the Margetts ad- 
mission concluded they would not 
issue condition reports until the 
family had agreed in writing to 
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the procedure. This was a proper 
position for the physicians to take 
and paralleled the attitude of the 
hospital. The author thereupon 
drafted the release document (il- 
lustration 2), which provided the 
authorization necessary while as- 
suring protection to physicians and 
hospital. The document was signed 
by both parents of the patient. 

We were then ready, at 2 p.m. on 
July 5th, to issue the first condition 
report from attending physicians. 
The bulletin is shown (illustration 
a) 

The terms of this agreement be- 
tween physicians, parents of the 
patient and the hospital, were then 
made known in a bulletin addressed 
“TO ALL NEWS GATHERING 
AGENCIES” (illustration 1). Plans 
for thrice daily news releases were 





Jean Margetts upon depar- 
ture after one month of 
hospitalization. 


L. Brent Goates, a former newspa- 
per and public relations man, in- 
structs photographers before photo 
session with Jean on the day of dis- 
charge. Represented news agencies 
were Pathe News, Associated Press, 
United Press, The Desert News and 
Telegram, The Salt Lake Tribune. 


disclosed and telephone service was 
to be provided so reporters need not 
be at the hospital to receive the bul- 
letins. This letter also announced to 
radio, press and television that at 
the family’s request, and with the 
physician’s concurrence, all contact 
en the Jean Margetts’ case was to 
be made through the office of the 
Assistant Administrator. 

In thus becoming the buffer in 
contact between the news agencies 
and the family and physicians, the 
hospital can render its most ap- 
preciated service. In a case such 
as this one, there was little chance 
for privacy or rest for the family 
or physicians under any other cir- 
cumstances. The assignment, how- 
ever, imposes a significant trust on 
the hospital’s press officer. If he has 
not cultivated a reputation for dis- 
tributing news on an_ equitable 
basis, the injured news agency is 
certain to look upon this appoint- 
ment with suspicion and distrust. 
The hospital’s press officer must 
also treat an inquiry into a specific 
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OF JESUS CHRIST OF LATTER-DAY SAINTS 
SALT LAKE CITY, UTAH 
July 5, 1956 


CLARENCE £ WONNACOTT 
Ramm sm ore 


Swe eense aes ene seen ae ae 


en arranged to provide current and accurate information 
ical care and treatment and condition progress of Jean 


ding physicians will issue statements at 8:30 a.m., 2:30 
id 8:30 p.m. daily. At the present time they are not expect- 
rsonally attend these conferences, so if you find it impossi- 


Jean Margetts upon admission 
hav¢/ designated my office as the official contact point for all con- 
cerfied. The doctors request that all inquiries be made through our 
offife and desire that they be not disturbed during the intermittent 
pefiod. Likewise, the family has requested that all inquiries with 
th#m be made through our office. If you have any particular angle 
ow this case which you desire to have developed, requests of this 
ture may be properly handled through our office to the family and 
e physicians in charge of the case, 


. Bulletin to news gathering 
sources. 


. Release document signed by 
parents. 


lease be assured that we will exercise this trust with fairness and 


. First report issued on condition me : 
he best efficiency possible. Your cooperation is appreciated. 


of patient. 





Sincerely yours, 


L.BRENT GOATES 
Assistant Administrator 
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| Breese eeseaesgeeese 
CH OF JESUS CHRIST OF LATIER.DAY SAINTS Latter-Day Saints Hospitacr 


SALT LAKE CITY, UTAH e208 GH Avenue 


GALT LAKE CITY 3. UTan 


July 5, 1956. From: Latter-day Saints Hospital 


Subject: Condition Report, FOR IMMEDIATE RELEASE 
Jean Margette 


Dated: July 5, 1956 - 2 p.m. 
hereby authorize our appointed physician, Dr. 
Lenor# Richards and her staff consultants whom she will 
desigmate, to issue daily progress reperta,oa the care 
and atment being given to our daughter, Jeam Margetts, 


for| the benefit of providing accurate and current informe- 
The general condition of Jean Margetts is isfi y- Body ch 





t for the news g-thcring sources of radio, television 
/ and water balance is much improved. She is more alert today. 
newspapers, magazines, etc, These releases will be 
wade through the hospital, tegether or separate from 
— statements the family may wish to make, and the 
| 
|/nospital will likewise be authorized to so act and be 
} released from any consequences which may arise out of 
M1 such a course of action taken at our request. 
| 


| Desa O ?Wengett nC Paget 
Nora D, Margetts r wrence Margetts (Father. 
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aspect of the case with the con- 
fidential handling outlined in most 
modern Codes of Cooperation be- 
tween Hospitals and Press. Each 
news agency must feel secure in 
the arrangement with a confidence 
that it can pursue any facet of the 
case under the protection and co- 
operation of the appointed hospital 
officer. 

Despite the agreement by physi- 
cians and family to clear all in- 
formation for release to the press 
nrough the hospital, it can be 
anticipated that either one or both 
oarties might violate this pact. Some 
nterprising reporter might reach 
he family despite the cordon of pro- 
ection afforded by the hospital, and 
there extract an interview with 
»arents who may be so naive as 
o be unaware that they are being 
nterviewed. The physicians might 
ee an opportunity to place a good 
story with a favorite medical writer 
ind likewise permit an “unauthor- 
zed” release. In these instances 
there is little that the hospital can 
lo: It is certain, however, to reflect 
adversely on the hospital’s press re- 
lations, because there are always 
more news agencies hurt than 
helped through an exclusive release. 

After the exigencies are passed, 
arrangements soon should be made 
for a full press conference with the 
physicians at which the press rep- 
resentatives may personally ask 
questions of the attending doctors. 
Here the physiology of the case can 
be explained, the course of treat- 
ment outlined and the reporters 
provided with background informa- 
tion which will better qualify them 
to write accurately with apprecia- 
tion of the objectives ahead and the 
possible complications to note. Phy- 
sicians who agree to issuing twice- 
daily condition bulletins most often 
will consent to the face-to-face 
press conference. A blackboard can 
be an important property to help 
illustrate the doctor’s comments. 


Caution to Employes 


Pressure will build, as time 
passes, for new photographs of the 
patient. Reasoning that the public 
remembers the patient in a ghastly, 
emaciated condition, and should 
now be shown the remarkable 
progress in her condition, the press 
agencies will unfurl steady de- 
mands upon the hospital press offi- 
cer. When the parents or im- 
mediate family are ready, this con- 
ference can be arranged, assuming 
of course, that there are no medi- 
eal contraindications. 

For Miss Margetts, the photo- 


ULY, 1958 


graphing session came as she was 
to be discharged. Since consent 
again must come from the parents, 
Mr. and Mrs. Margetts imposed the 
limitations of their choice. These 
were contained in the letter of in- 
vitation to Newspaper and Tele- 
vision Editors. Radio editors were 
not invited, since one of the re- 
strictions of the parents was that 
“No questions or interviews will be 
granted with Jean or her parents.” 
(Jean was still suffering from com- 
plete amnesia dating from the time 
of her ill-fated ride until the first 
week of her hospitalization had 
passed.) 

Photographers were invited to 
arrive ten minutes before the ap- 
pointed hour to receive instructions 
from the hospital’s press officer. 
Here the restrictions of the parents 
were reviewed and an appeal made 
for more than one pose, as the par- 
ents had at first indicated. This re- 
quest was granted and the camera- 


Jean Margetts ready for 

photographing session with 

some of the dozens of get- 

well messages she received 
every day. 





man found a relaxed, smiling pa- 
tient. They snapped away to their 
contentment. 

By far the most difficult of all the 
challenging situations which the 
Please turn to page 70 





Bi a 
Jean Margetts on first anniversary 
of her accident. 
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Invitation to Nursing {Mi . 


This school prospectus also ‘‘sell 
the environment, the opportuniti 
for leisure time pleasures, and t 
outlets for personal interests. It w 
produced to give a brief history 
the hospital, as well as the city a 
province in which it is located, a 
serves as the Heart of British Colu 
bia’s Medical Centre. 
has been most encouraging. Not on 
has it provoked a very satisfying r 
sponse in prospective nurses, it see 


by J. N. Robertson 


Public Relations Director 
The Vancouver General Hospital 
Vancouver 9, British Columbia 


ey 


The reactial 


to have aroused quite a good de 
of curiosity about this city and prove, 


® AT ONE TIME OR ANOTHER all hos- 
pitals experience a shortage of nurs- 
ing staff. With some, the problem 
seems to be perennial while others 
escape the difficulties encountered 
in endeavoring to maintain a high 
level of patient care with staff re- 
duced to critical levels. 

The Vancouver General Hospital 
is always in a position of having 
opportunities available for gradu- 
ates. However, acute shortages do 
occur each year which give rise to 
critical problems and the hospital, 
therefore, conducts a_ continuing 
program of recruitment with a fair 
degree of success. 

Vancouver General is Canada’s 
largest general hospital with an 
over-all occupancy potential of 1,662 
and a teaching hospital from whose 
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school of nursing comes Canada’s 
largest class of nursing graduates. 

In an effort to stimulate interest 
in nursing opportunities in the Van- 
couver General Hospital, I recently 
developed a brochure titled “Invi- 
tation to Nursing” which finds cir- 
culation to all parts of the globe. I 
believe it to be a departure from 
the usual type of literature used by 
hospitals, and was designed with 
some very definite conclusions in 
mind. 

It seemed to me that if profes- 
sional people in areas distant from 
the city and province were thinking 
in terms of a change of locale, it 
was quite possible those persons 
would be just as concerned with 
environment, surroundings, oppor- 
tunities for leisure time pleasures, 


and outlets for personal interests as 
they would be concerned with the 
opportunities for nursing service in 
health and medical institutions. # 
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1. Skiers at Mt. 
Seymour in Van- 
couver’s newest ski 
paradise. 


2. Vancouver Gen- 
eral Hospital 504- 
bed acute block 
now under con- 
struction. 


3. Little mountain 
arboretum in heart 
of Vancouver. 


4. Student nurses’ 
residence, The 
Vancouver General 
Hospital. 





snedanaal 





= 
5. Partial skyline 
of Vancouver taken 
across “Coal Har- 
bor.” 


6. The “Peninsula and 
Orient” liner Oronsay 
in Van’s harbor. 


7. Main entrance to 
Stanley Park. 


8. Vancouver's city 
hall. 


9. Seven sisters in 
Van's Stanley Park. 





~ 
10. Ag popular beach 


n’s Gate Bridge 
be entrance to 
larbor; twin 


“the lions.” 


: aoe thea- 














Administrator 


®& LIKE MOTHERHOOD and the stars 
and stripes, good patient care is 
something no one can really be 
against but, as stated by James 
Bryant Conant, president of Har- 
vard University, 
“Some of mankind’s most ter- 
rible misdeeds have been com- 
mitted under the spell of cer- 
tain magic words or phrases.” 
At a recent meeting of the Amer- 


Presented at the Nursing Institute of the 
Association of Western Hospitals. 
Illustration courtesy of Smith, Kline and 
French. 
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What Do I Expect 
From Nursing? 


ican Hospital Association, I heard 
with some surprise that good pa- 
tient care was now dependent on 
government subsidy of nursing ed- 
ucation. 

Yes, “Good Patient Care” is a 
phrase which is flung around by a 
great many would-be spell binders. 
It is used with an accompaniment 
of sweet, sad music by a few nurse 
educators who seek opportunities 
to express their regret that nurses 
are being further and further re- 
moved from the patient’s bedside 
while they are training them by ob- 
servation methods with precious 
little bedside experience which is 
even labeled “Laboratory work.” 

I want it particularly noted that I 
said “a few.” I do not want any- 





thing I have to say misinterpreted 
to mean that I am adverse to de- 
gree schools of nurse _ training. 
Nurses should have the very best 
training possible, a training which 
will not only make them gooc 
nurses, but positive personalities 
aware of all that is good in life anc 
able to talk as an equal to anyone 
from any cultural background 
However, I want her trained as < 
bedside nurse and I cannot believe 
she will lose any professional or so- 
cial status in being so trained. 


Definitions 
Our first duty is to define nurs- 
ing or perhaps, more accurately. 


agree on what we expect of nurs- 
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urs- 
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by Clyde W. Fox 


Administrator, 
Washoe Medical Center 
Reno, Nevada 








ing. Too many people are throwing 
ooscure diagnoses around without 
any substantiating laboratory evi- 
dence of disease. I am weary of 
hearing our present nurses depre- 
cated and disparaged. I think they 
are meeting the challenge of chang- 
ing conditions admirably. Among 
other things, these include: 

. Training and assimilation of 
ancillary nursing help. 

. Shorter length of patient stay. 

. More acutely ill patients with 
fewer convalescent patients. 

. Assimilation of treatments for- 
merly performed only by doc- 
tors. 

. Growing complexity of medi- 
cal science and its rapidly in- 
creasing developments. 

. The demands of administration 
for increased accountability 
and administrative responsibil- 
ity from all nurses. 

. Shortage of 
nurses. 

. Undermining of their morale 
by a select few of their own 
profession. 

What we need is more schools of 
nursing turning out nurses at least 
as good as the ones we have now. 
The continued raising of require- 
ments is discouraging hospital nurs- 
ing schools. Hospitals should as- 
sume a greater responsibility by 
providing adequate in-service 
training for the continued develop- 
ment of the nurses we now have. 
If present day trends continue, hos- 
pitals will have to supplement 
training of nurses from some de- 
gree courses with a year of experi- 
ence training. Why not combine it 
with further organized training for 
the existing nursing staff? 


professional 
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Acquisition of additional post- 
diploma training at the university 
level should be readily available to 
nurses who secured their training 
in hospital schools of nursing or 
junior college schools. Experience 
should be rated at its true value, 
which is something beyond mem- 
orization of what is contained in 
books or the golden verbiage of in- 
structors. 

Hospitals and doctors employ 
over 80 percent of all nurses. They 
should have a major voice in the 
training program of those nurses. 
They are confused by the whole 
hospital nursing picture. It is not 
only that there are not enough 
nurses. It is more than this. 


Types of Training 


This confusion is compounded by 
the multiplicity of types of nursing 
training. There are one-year 
schools for practical nurses, two- 
year junior college or associate de- 
gree courses, three-year diploma 
programs, four- and five-year col- 
legiate programs and the supple- 
mental programs leading to the 
bachelor’s degree, the master’s and 
the doctorate. Most hospitals find it 
necessary, in addition to all this, to 
have in-service training programs 
for aides, orderlies and surgical 
technicians. We are fast developing 
a caste system in nursing that 
ranges from the untouchables to the 
Brahmins. 

No one is claiming that our nurs- 
ing is perfect. It never has been and 
it never will be. Today, with all the 
gradations of nursing talent, we 
have a great deal to assimilate. One 
of our shortcomings is that, while 
we may be doing a better technical 
job of looking after patients, we do 
not satisfy the patient’s emotional 
needs. 

Once upon a time, physical and 
emotional comfort was the most 
that a nurse could do for a patient. 
Now it is the least. As one patient 
expressed it: “I would rather have 
a moment of understanding than a 
lifetime of efficient manipulation.” 

We must do something about 
this. We are robbing the nurse of 
the reward which was her most 
compelling reason for making nurs- 
ing her profession. More nurses will 
go a long way toward alleviating 
this — not fewer nurses with major 
training in psychology, but more 
nurses with time to use their own 
God-given qualities of mercy and 
understanding. 

Webster’s New Collegiate Dic- 
tionary still defines a nurse as “A 
person trained to care for and wait 


upon the sick or infirm and to as- 
sist doctors, surgeons, et cetera.” 
Who wants it changed? Not the 
doctors. Not the hospitals. Not the 
majority of the nurses. 

But there are certain nurse edu- 
cators who gag on “assist doctors.” 


Opinions 


Bradley* states: 
“A great deal of discord exists 
between doctors and the nursing 
profession because physicians 
feel that the profession of nurs- 
ing exists solely to serve the 
profession of medicine and so 
they should largely control the 
nursing curriculum. Nursing 
leaders feel otherwise. The nurs- 
ing stand is best described by 
Brown** who sets forth that 
those who still think that the 
profession of nursing is merely 
the handmaiden of medicine are 
in for a shock ... Nursing edu- 
cators seem to be more inter- 
ested in those types of nursing 
where they have more independ- 
ent action, such as industrial 
nursing, public health nursing, 
and nursing services of a social 
service nature.” 
He continues: 
“Another concept of nursing 
causing some of the conflict de- 
rives from an over-emphasis on 
positive health. This has had a 
great impact on the thinking of 
the leaders in nursing education 
who now emphasize positive 
medicine by educating nurses 
for preventive nursing, visiting 
nurses, rehabilitation, industrial 
nursing — all at the expense of 
education for bedside nursing.” 
Here is a type of nursing that 
seems to enhance the professional 
status of nurses. Could it not be 
acquired on a post-graduate level? 
Do we have to change schools of 
nursing because of these smaller 
nursing needs? Do nurse educators 
have to disparage hospital courses 
and make sweeping statements that 
they are on their way out? 
Bradley* quotes from Paul to the 
Thessalonians, 
“Prove all things, 
Hold fast that which is good.” 
All schools of nursing, whether 
they be degree, diploma or other- 
Please turn to page 112 


*Frank Bradley, M.D., administrator, Barnes 
Hospital, St. Louis, Missouri. See Hospital 
Management, HM Salutes, page 34, April, 
1958. 

**Brown, Esther Lucile. Nursing for the Fu- 
ture. Russell Sage, 1948. 


39 











Director of 
Nursing 


™ THE FIRST FUNCTION of the hos- 
pital is to care for the sick. While 
all departments contribute to the 
patient’s care, bedside nursing serv- 
ice is the most constant and im- 
mediate. May it not then be assumed 
that, to the patient, the hospital is 
nursing service? 

As a director of nursing, what do 


Presented at the Nursing Institute of the 
Association of Western Hospitals. 
Illustration courtesy of Smith, Kline and 
French. 
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What Do I Expect 
From Nursing? 


I expect of nursing? What I expect 
of the nursing service and what the 
patient receives may be two differ- 
ent things! 


Object of Nursing 


The object of nursing service, and 
our only reason for existing, is to 
give close and individualized serv- 
ice to the patient, performing for 
him what he can not do for himself, 
giving him supportive care both 
physical and mental, and assisting 
in bringing him through dependence 
to self-directive activity toward his 
won health. 

What are the components that are 
equal to the whole of this objective? 
the individual nurse? the doctor? 
the dietary or laboratory depart- 





ments? the hospital per se? No, it 
has far reaching implications, even 
expanding to our community agen- 
cies. Good nursing service depends 
upon the esprit de corps of the 
health team. We contribute through 
our nursing skills and knowledge, 
good communications and leader- 
ship abilities. 

What do I expect of the staff or 
first level nurses’ skills and knowl- 
edge? 

1. She must be a technically com- 
petent, resourceful, orderly, ac- 
curate person who applies princi- 
ples to techniques, organizes worl: 
well, adapts procedures to the pa 
tient’s needs and teaches effective- 
ly. 

2. She must be an emotionally 
mature, well-poised, stable, sin- 
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by Mrs. Jean Tiesselinck, R.N. to accept the physician’s criteria of 


Director of Nursing 
French Hospital 
San Francisco, California 








‘ere, open-minded, self-controlled 
mndividual who is sensitive to the 
‘eactions of others and inspires con- 
idence. 

3. She must be reliable, depend- 
ible, thorough, conscientious, punc- 
tual and ready to assume respon- 
sibility for her own conduct, work 
and learning. 

4. She must be a socially com- 
petent, tactful, loyal, cooperative 
worker who adjusts well to patients 
and co-workers, has a good sense 
of esthetic values, broad interests 
and a pleasing manner. 


Head Nurse 


The head nurse occupies a key 
position in nursing service. The 
responsibilities which she assumes 
demand that she be a person with 
outstanding potential. In addition, 
she must possess characteristics of 
humility, approachability, accessi- 
bility, ability to coordinate and 
work effectively with people, ability 
to make decisions and to carry them 
through. The non-professionals, the 
vocational nurses, the aides, the at- 
tendants and the orderlies, are an 
integral part of the services ren- 
dered to patients and cannot be 
overlooked. They must be _ tech- 
nically competent to carry out the 
skills assigned under supervision; 
must show a genuine interest in 
people and a liking for nursing; 
must be honest, tactful and alert 
and finally, cooperative and pleas- 
ing in manner. It then follows that 
if all nursing personnel have these 
personal qualities, good care should 
be provided for all patients. 

What is good nursing care? How 
high is the nurse to aim in stand- 
ards of nursing care? Before it is 
possible to answer the question, 
what are the needs of the patient 
ard by whose yardstick? Are we 
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what the patient needs and desires 
during his time in hospital? Need is 
a relative concept. Adequacy of 
care depends on one’s background. 
Your necessities may be my lux- 
uries. So in considering our stand- 
ards of good nursing care, are our 
sights set at minimum care to keep 
the patient alive or at the kind of 
nursing it takes to send a sound, 
healthy patient home, equipped with 
knowledge for good healthful liv- 
ing? 

I expect from nursing that each 
patient be recognized as a person 
of worth, with individual problems 
and needs, who is to receive the 
best possible nursing care with the 
existing facilities in an atmosphere 
which provides reassurance. 


Case Assignment 


For several decades students of 
nursing have been taught to do total 
nursing care of “case assignment.” 
By this method the nurse under- 
stands the nursing service given the 
patient as a total program of nurs- 
ing care and not as a series of pro- 
cedures nor isolated observations. 
By the case assignment the patient 
is more content and feels secure. 
Emotional and physiological strain 
is minimized. The nurse sees the 
patient as a whole and his nursing 
care in relation to the entire plan 
of medical treatment. This leads to 
professional growth. The nurse can 
cooperate most effectively with the 
patient’s family, friends, and en- 
vironment. We know that this is 
ideal but impractical in our hos- 
pitals today. 

I do expect the spirit of case as- 
signment to be retained, where a 
single nurse is responsible for the 
total nursing care of the patient 
during her hours on duty. This she 
does by integrating the service from 
other departments and non-profes- 
sional nursing service in her plan of 
nursing care. In this way we treat 
the patients as people and not as 
things. 

I expect nurses to nurse with 
their hearts as well as with their 
heads and hands. I expect them to 
be dedicated. Service is the ideal 
that impels us to go into nursing 
and we expect job satisfaction to 
keep us in nursing. But it is not al- 
ways possible to see our ideals 
carried out. 

What are the factors that deter 
administration from giving the kind 
of nursing care that is optimum? 
The total facilities of the hospital 
are contributing to optimum patient 


care, but the person upon whom I 
rely for optimum nursing care is 
the head nurse. The purpose of her 
patient contact is seeing that the 
major goal is being achieved. Ob- 
serving personnel engaged in the 
actual job of nursing care, dis- 
cussing her observation with the 
nurse for correction assures the 
head nurse that all personnel are 
attaining the level of performance 
for maximum effectiveness of nurs- 
ing care. 


Skills 


I expect the head nurse to possess 
clinical skill and administrative 
ability with an even quantity of 
both. She must practice democratic 
management—she must respect the 
opinion and thinking of those she 
leads. She should be skilled in in- 
terpersonal relations and communi- 
cations for she is the link between 
administration and patient care as 
well as between patient and doctor. 
She must be able to evaluate per- 
formance and the progress made in 
her department toward the achieve- 
ment of optimum nursing care. 

I have indicated that the major 
role of the head nurse is the over- 
all planning, directing and supervi- 
sion of the nursing care of the pa- 
tient on the unit. However, utiliza- 
tion studies of head nurses in 34 
hospitals, conducted by the division 
of Nursing Resources of the Public 
Health Service, indicated that the 
average head nurse spends four 
minutes a day with each patient on 
her unit. 

Does four minutes a day provide 
the head nurse an opportunity to 
evaluate the physical and emotional 
needs of each patient and enable 
her to interpret the patient’s needs 
to her staff, doctors, dietary, related 
agencies and members of the pa- 
tient’s families? Lacking knowledge 
of her patient’s needs, she will not 
be able to intelligently guide and 
supervise the nursing plan for pa- 
tient care and insure optimum care. 
Secondary to her responsibility to 
the patient is her responsibility for 
the growth and development of her 
unit personnel. The same_ study 
showed that only 5.4 percent of the 
head nurse’s time was devoted to 
in-service development. I am sure 
that time studies of our own insti- 
tutions would not vary greatly. 
Does this not point out that one of 
the major areas for improving 
nursing care is freeing the head 
nurse from activities that could be 
performed by others so that she 
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Patient’s 
Viewpoint 


® EVERY PATIENT who comes to your 
hospital is very much like a tourist 
visiting a country where the lan- 
guage; the customs and the natives 
are very strange but, he hopes, 
friendly. 

His trip could be well planned 
in advance or be an emergency. 


Presented at the Nursing Institute of the 
Association of Western Hospitals. 
Illustration courtesy of Smith, Kline and 
French. 
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What Do I Expect 


From Nursing? 


In either case it is seldom the trip 
for which he has been saving his 
money in happy anticipation, ex- 
cept, perhaps, the mother-to-be 
who is expecting a blessed event. 

If pre-admission has not been 
arranged, he will be interrogated 
by the admitting officer, given a 
number and be allowed to enter 
that particular section of your com- 
munity where he will spend the 
next several days. He is now 
officially a patient. 


Worried and Scared 

Unfortunately this patient does 
not arrive in a normal state of 
mind. Worry magnifies all of the 
worst possibilities. He is worried 





about his condition, his family, his 
finances and his job. He does not 
know what to expect or what is 
expected of him. He is scared. He 
needs physical, emotional, intellec- 
tual and spiritual help. 

While your entire staff must nec- 
essarily work together efficiently to 
make his stay with you as com- 
fortable and pleasant as_ possible, 
the patient is only vaguely aware 
of these many “behind the scene” 
activities. It will be the manner 
in which his nurse responds to his 
many needs, even those not direct- 
ly related to nursing, that will de- 
termine his over-all satisfaction. 
She should be his friend, confidant, 
interpreter, guide and counsellor 
during this period. 

This is when a patient needs a 
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riend, someone to put him at ease 
n his new surroundings, to com- 
ort and reassure him. As an in- 
elligent individual he is entitled 
to know what to expect, what is 
happening to him, and what is go- 
ing to happen. The patient is an 
ictive participant in his own illness 
—not a passive one. 


Looks To Nurse 


Too often a patient complains 
that “No one tells me anything.” 
He does not know who all the 
strange people are who come into 
his room nor the reason why they 
are there. People talk about him 
and to him, but he can’t under- 
stand them. The every day hospital 
routine is a new experience for 
him. All of us react better in any 
situation if we know what to ex- 
pect. It is only when we do know 
that we fully cooperate. 

The patient naturally turns to 
his nurse for information. She is 
the authority he recognizes. She 
is the one properly trained to give 


him the information he needs; not. 


the aide, maid or another patient. 
The nurse who takes the time to 
explain all of these activities so 
her_patient can understand them 
will have—a--patient_who will re- 
spond more readily to his therapy. 

The nurse is a valuable liaison 
between the patient and the phy- 
sician. The patient might admire 
and respect his doctor but. still 
stand in awe of him. He might 
know him well, casually or never 
have seen him before. He will need 
to have confidence in his doctor 
bolstered. If he should remember 
to ask the doctor all of the ques- 
‘tions that have been bothering him, 
he cannot always evaluate the an- 
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swers properly. Again he turns to 
his nurse to interpret for him. What 
did the doctor mean? Is that good 
or bad? How am I really getting 
along? 

There are many questions a nurse 
can answer for her patient without 
violating professional ethics that 
will give him the reassurance he 
needs. There is no question that 
does not deserve a civil answer. 


Response To Calls 


A frequent complaint is “It takes 
so long for the nurse to answer 
my call and when she finally does, 
she’s always in a hurry.” The pa- 
tient does not realize that this is 
not necessarily the fault of his 
nurse. 

The patient is in your hospital to 
get relief from his problems, and not 
to assume part of yours. All of his 
efforts and your efforts should be 
concentrated on effecting his quick 
recovery. Is he expecting too much 
when he calls for his nurse that 
he expects to see her and soon? 

Often he sees a different nurse 
every time his door opens. This 
can be disconcerting enough but 
when she doesn’t know who he 
is or has to ask him what treat- 
ment he should get she destroys 
his feeling of security. 

There are other factors that dis- 
turb the patient. Though not di- 
rectly related to nursing, they affect 
the patient’s over-all satisfaction in 
his nursing care. 

The major offense is noise; made 
by critically ill patients, visitors, 
personnel, radios, television and 
hospital equipment. The patient 
does not get the rest and relaxation 
he wants. 

He wants his food to look good, 
taste good and be hot! 

The patient may not feel com- 
petent to question his medical care, 
but he will not hesitate to express 
his displeasure to his nurse on any 
of the subjects with which he is 
familiar. Now he knows what he’s 
talking about. If none of these ir- 
ritations existed (and they needn’t) 
the nurse could devote the time 
she now spends placating her pa- 
tient directly to his care and com- 
fort. 


Clinical Personality 


Functional care is only a means 
to nursing care. It is not nursing 
care. The patient does not respond 
favorably to a nurse who is clinical- 
ly impersonal with the chorus-girl 
smile. 

He cannot go through his illness 


alone. Physically and emotionally 
he is dependent on his nurse. That 
she gives good physical care is ex- 
pected. But most important is the 
manner in which she gives it, the 
way she handles the intangibles— 
the emotions and personality of the 
patient. 

A happy, well-satisfied patient 
will have a nurse who realizes that 
it is not what she does for him 
that is all-important, as much as 
the support she gives him while she 
is doing it. When she cares for the 
whole patient, she has the realiza- 
tion that she is fulfilling her true 
vocation as a nurse. She can send 
him home physically, emotionally, 
intellectually and spiritually com- 
forted. 8 
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could devote more time to good 
communications, education and su- 
pervision? 


Emotional Problems 


I have also indicated that I ex- 
pect the staff nurse to have an ed- 
ucation designed to cultivate her 
will and ability to make inde- 
pendent and creative judgments in 
individual situations which con- 
front her from time to time. This 
means that she is responsible for 
more than nursing skills. She is 
coping with the emotional reac- 
tions of the patient, even those 
who are not in physical de- 
pendency. The patient’s family may 
need counsel, reassurance and con- 
solation. But how much time do 
we provide for the nurse to talk 
with and know her patient, to 
utilize her abilities other than 
physical skills to plan for the pa- 
tient’s comprehensive care? Does 
this contribute to job satisfaction? 
We can only expect from the sub- 
professional personnel as much as 
they are capable of giving. Nursing 
is responsible for their contribution 
to the nursing team. 

What I have said has been very 
subjective, but I deeply feel that 
today we are expecting more of 
nursing and nurses than is human- 
ly possible to give under our exist- 
ing conditions and economy. 

What I expect from nursing is 
the impossible. 

What I get from nursing is ade- 
quate. 

What I would like to see in 
nursing is better communications, 
more supervision and extended ed- 
ucation. * 
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Keep Nurses 


in Nursing 


by Irwin Deutscher 
Director, Research in Health And Welfare 
Community Studies, Inc. 


Kansas City 6, Missouri Part I 


® IT HAS BEEN STYLISH in recent years, and perhaps. 


even prestigeful, for occupational groups to boast of 
the shortages in their fields. This is not true only in 
the health fields but in any occupation or profession 
in which a period of special education or training is 
required. Whether the field be philosophy or physics, 
medicine or mathematics, phrenology or fire fighting, 
it is felt by those concerned that there is a dangerous 
shortage of qualified personnel. 

That this feeling is prevalent in nursing cannot be 
denied. Nor can it be either affirmed or denied that an 
objective shortage of professional nurses exists, for the 
notion of a “shortage” is not an objective one. It is 
something which is subjective—which people feel ex- 
ists; and to the extent that there is a feeling or belief 
in a nursing shortage, such a shortage may be thought 
of as “real.” It is certainly real to those who believe 
it exists. Believing that it is real, they act as though 
it is real and no one can deny the objectivity of those 
acts, which have very real consequences—to patients, to 
nurses, and to hospital administrators among others. 

An experience we had while attempting to set up a 
research project in one of Kansas City’s finest hos- 
pitals illustrates this point. That particular project 
required that the nursing staff on certain units be in- 
creased and decreased for limited periods of time so 
that controlled observations could be made of how the 
activity of the nurse varies under different staffing 
conditions. The hospital administrator and the direc- 
tor of nursing services in this hospital were enthusiastic 
about the study (which was being conducted in several 
hospitals simultaneously) until they were informed of 
the number of nurses that would be used during the 
period of “low” staffing. When learning how few this 
would be, they withdrew from the research in horror, 
claiming that such short staffing would endanger the 
lives of their patients. The fact that this “low” staffing 
period actually employed as many nurses as other 
hospitals in Kansas City (and presumably the rest of 
the country) operate with normally did not dissuade 
these administrators. They had grown so accustomed 
to supplying nursing services above and beyond the 
customary demands that they could not imagine their 
patients surviving under any other conditions. 

As far as they were concerned, they were short of 
nurses in spite of the fact that they operated on a staff- 
ing level higher than any other hospital in town. To 
run the hospital at any lower level meant endangering 
their patients to them. 

This, then, is what we mean by a nursing shortage: 
it is the feeling of those responsible that they are un- 
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This article is based on a talk pre- 
sented at a conference sponsored by 
the Chicago Council on Community 
Nursing in Chicago. The data are 
derived for the most part from A 
Survey of the Social and Occupation- 
al Characteristics of a Metropolitan 
Nurse Complement, a research proj- 
ect conducted by the author under 
a grant from the American Nurses’ 
Foundation to Community Studies, 
Inc., of Kansas City. All charts ap- 
pearing in this article are from that 
survey. 


derstaffed. The actual number of nurses they have is 
irrelevant; it may be high or low in relation to their 
patient census, but that tells us little or nothing about 
the extent to which a shortage is felt to exist. 


Some Alternative Approaches to a Shortage 


The most obvious solution to a shortage is to bolster 
the ranks by obtaining increasing number of young 
recruits. In nursing it is probably safe to say that re- 
cruitment has kept pace with population growth. In 
other words, nursing has held its own as our popula- 
tion has increased, by recruiting proportionately in- 
creasing numbers of young women into the field. This, 
however, does not appear to be enough because de- 
mands for nursing service are related to factors other 
than population increase. 

The more general use of medical and hospital fa- 
cilities in recent years, as well as the increased con- 
struction of such facilities, are only a part of the ex- 
planation for increasing demands for graduate nurses. 
When a new school or a new social agency is organ- 
ized, it must be staffed for a five-day week and an 
eight-hour day; when a new hospital is built it must 
be staffed for a seven-day week and a 24-hour day. 
Clearly the problem of meeting increased demands is 
more serious in nursing than in such fields as teaching 
or social work. Nevertheless, with competition for 
young people being what it is, nursing can hardly hope 
or expect to do more than hold its own—which it is 
doing. If stepped-up recruitment is not the answer 
then what are the other alternatives? 

One which has developed since the hectic years of 
World War II involves the realignment of functions. 
This means relieving the professional person of certain 
routine responsibilities which do not require the re- 
sources and skills acquired through lengthy education, 
training, and experience. To accomplish this end, cer- 
tain auxiliary personnel may be trained quickly to 
take on some jobs which were formerly performed by 
professionals. In nursing, these people have been used 
in various capacities to perform a variety of functions. 
They have been given such titles as Practical Nurse, 
Nurses’ Aide, and others. It is unfortunate but true, 
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as sociologists have discovered, that any attempt to 
reorganize a social system (such as a hospital) in- 
evitably brings with it a degree of disorganization. In 
other words, when you solve a problem, the solution 
creates new problems. 

An illustrative anecdote is provided by the extremely 
conscientious and dedicated cleaning woman who re- 
placed a careless and slovenly person whose job it 
had been to wax the floors of the hospital waiting room. 
She reported with great pride to the administrator that 
she was doing such a fine job of polishing the floors 
that a lady had slipped and broken her leg on the first 
day. The problem of the unpolished floor had been 
solved but a new problem arose in its place. 

There are some who insist that the introduction of 
auxiliary nursing personnel, like the introduction of 
‘he new cleaning woman, has created problems more 
serious than those it has solved. These are the people, 
and they include a great many nurses and physicians, 
vho do not approve of a solution which inevitably 
tends to remove the nurse from the bedside and places 
her more and more in a supervisory, educational and 
administrative capacity. It is not the purpose of this 
irticle to argue the relative merits of auxiliary per- 
sonnel. We need only remind the reader of the utter 
chaos which exists in nursing services today if no such 
personnel existed. 

It is not to recruitment or to the realignment of 
nursing functions that this article addresses itself; 
vather, it is to a third alternative—one which is im- 
plied in the title. That third alternative concerns the 
retention of people who are qualified to perform as 
graduate nurses. This alternative suggests that some- 
thing can be done to help alleviate what is felt to be 
a nursing shortage, by motivating student nurses to 
practice when they graduate and by motivating grad- 
uate nurses to keep practicing during the years which 
follow graduation. Again the reader should remember 
that this is not a problem peculiar to nursing or even 
to the health fields. For example, a recent nationwide 
survey conducted by the U.S. Office of Education re- 
veals that about half of those who began teaching in 
1956 expect to stop teaching within five years and, of 
those who were graduated in 1956 with qualifications 
to teach, about 30 percent did not enter the teaching 
profession’ 


Cited in Social Legislation Information Service, issue No. 38, 
85th Congress, November |, 1957, p. 256. 








Fig. 1. Reasons Given by Kansas City Nurses for Leav- 
ing Their Last Job. 


No one “Miscellaneous Reason” accounts for more 
than. two percent of the total. 
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Job Satisfaction and the Retention of Nurses 


If we are to discuss the problem of retaining grad- 
uate nurses, then we cannot ignore the closely re- 
lated problem of job satisfaction in nursing. And be- 
fore there can be any rational discussion of job satis- 
faction there is one smoke screen which, because it 
blocks any such discussion, must be disposed of. That 
smoke screen is the question of salary. It is the opinion 
of this writer that answers to a professional shortage— 
nursing, teaching, or any other—are not to be found 
in the simple nostrum of raising salaries. 

It is also the opinion of this writer that many 
graduate nurses are not paid a salary which is 
commensurate with their ability, the responsibili- 
ties they are expected to assume, and the invest- 
ment in education which they have made. This 
latter opinion, however, has nothing to do with the 
argument that increasing salaries does not auto- 
matically relieve a personnel shortage. 

The opinion that salary is not a key factor in the 
retention of nurses or in their job satisfaction is sub- 
stantiated by the responses of over 2,400 graduate 
nurses in the Kansas City Metropolitan Area, when 
asked why they left their last job. These are not only 
hospital nurses; they are employed in every kind of 
position in which a graduate nurse can be found, and 
some of them were not employed at all at the time of 
the survey.* It can be seen (figure 1) that only four 
percent of those nurses said that they left their last 
position for an increase in salary. 

Very well, one might reasonably ask, what about 
nurses in Oshkosh or Kalamazoo? After all, how do 
we know that nurses in other parts of the country 
would give the same answers as those in Kansas City? 
Granted that we do not know about Oshkosh, but we 
may know something about Kalamazoo: Abdellah and 
Levine, in a study of 531 graduate nurses in 22 Michi- 
gan hospitals, found that of all statements of dissatis- 
faction with their work, wages accounted for four per- 
cent.’ 

That this percentage is identical with the one found 
in Kansas City may be a coincidence; that the two 
percentages are so nearly alike in two completely iso- 
lated research projects conducted on two different 
samples of nurses, in two widely separated parts of 
the country, can hardly be attributed to coincidence. 
It may be of more than incidental interest to those 
concerned with the problems of staffing their institu- 
tions, that over half the nurses in that Michigan study 
gave, as the reason for accepting their present job, 
the fact that it was either close to home or was the 
hospital in which was located the school from which 
they graduated. 

Abdellah and Levine conclude that the one feature 
of hospital nursing which affords the greatest satis- 
faction to their 531 nurses is not salary but seeing pa- 
tients get well: 

“Also important were good interpersonal rela- 

tions. Much emphasis seems to be placed on the 

nonmaterial incentive found in hospital work.” 

A study conducted among 500 nurses in Ohio by 
Please turn to page 105 


*The activities in which these nurses were engaged at the time 
of the survey are shown in figure 3. The methods employed by the 
research team to locate them have been described in Irwin Deut- 
scher, "The Identification of the Complement of Graduate Nurses 
in a Metropolitan Area,"' Nursing Research, Vol. 5 (October 1956), 
pp. 65-70. 

*Faye G. Abdellah and Eugene Levine, "Why Nurses Leave 
‘Home,’ " Hospitals, Vol. 28 (June 1954) Part 1, pp. 80-81. 
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The Nurse’s Duty 
To The Hospital 


by Charles U. Letourneau, M.D. 


® A HOSPITAL NURSE is a_ profes- 
sional person who renders personal 
services to the patient which are 
generally defined as nursing care. 
The duties and responsibilities of 
professional nursing care are well 
known. Each nurse is indoctrinated 
in dedication to patient care from 
the day she begins her career as 
a probationer. She is never allowed 
to forget it. The fact that these 
nursing services are rendered at the 
patient’s bedside in a hospital cre- 
ates duties of an administrative na- 
ture which are less well under- 
stood by the hospital nurse. 

Saving the small and ever-dimin- 
ishing group of special nurses who 
work in hospitals as independent 
contractors, hospital nurses are 
employees of the institution. Their 
acts engage the responsibility of the 
hospital. In this day and age they 
occupy an important position in the 
administrative hierarchy of the 
hospital. 

They perform two functions, one 
professional and one administra- 
tive. There was a time when some 
courts of law distinguished between 
professional and administrative acts 
but this situation no longer exists. 
A hospital is now liable for any act 
performed by a nurse in its em- 
ploy, saving those rare cases 
when she may be working under 
the direct physical supervision of a 
physician. Even so, some courts are 
beginning to cast a doubt on this 
theory of the “borrowed nurse.” 

Legally, the nurse acquires the 
status of an employee by reason of 
the fact that the hospital pays her 
wages, withholds her income tax 
and deducts her social security. 
Status may vary with the rank and 
position of the nurse in the hos- 
pital but whether she is catego- 
rized as executive, supervisory or 
rank and file, her responsibilities 
remain the same towards the hos- 
pital. Whether the nurse is a part 
of management or of labor is an 


Presented at the Nursing Institute of the 
Association of Western Hospitals. 
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academic matter. Some nursing or- 
ganizations are striving to classify 
the profession as common labor so 
as to take advantage of the labor 
laws. But the most enlightened 
opinion within the nursing profes- 
sion considers the nurse as an arm 
of management. 

The nurse is an agent of the hos- 
pital. She represents administration 
a large part of the time. She holds 
delegated authority from the ad- 
ministration to carry out the poli- 
cies of the institution. She bears 
delegated responsibility to report 
to the administration upon the ef- 
fects of policy and practice on the 
quality of patient care in the hos- 
pital. In the well-managed hospital, 
the nurse has probably participated 
in the formulation of policies along 
with the medical staff and the ad- 
ministration. 

The nurse’s primary administra- 
tive duty is to give adequate pro- 
tection to the person, the property, 
and the reputation of the patient. 
This is a personal and a profes- 
sional duty as well as an admin- 
istrative duty. To do this well, the 
nurse requires a high standard of 
personal conduct, good health, pru- 
dent practice and _ professional 
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knowledge. She must minister to 
the patient according to his needs. 

Failure to maintain a high stand- 
ard of nursing practice is a breach 
of duty to the hospital. Even worse, 
it is a breach of duty to the pa- 
tient. On occasion it may be un- 
professional, even criminal. 

Thus the nurse who comes on 
duty under the influence of alcohol, 
narcotics or drugs, or who permits 
her keeness of perception and her 
precision of judgment to be dulled 
by loss of sleep, hangover or physi- 
cal indisposition is robbing the 
patient and the hospital of the qual- 
ity of service that they have a right 
to expect. The nurse who allows 
her knowledge to become outdated 
concerning methods of treatment or 
medical and nursing procedures al- 
so is not giving the standard of 
nursing service that is expected of 
her. 

Under these circumstances, if a 
patient suffers injury through the 
nurse’s negligence or want of skill, 
she engages her own and the hos- 
pital’s liability as well. Even if 
negligence cannot be proven, the 
nurse bears a moral responsibility. 
She still has to answer to her own 
conscience. 


Use of Judgment 


The professional nurse is allowed 
a considerable latitude in the prac- 
tice of her profession. In the area 
of observation, care and supervision 
of patients, she exercises a great 
deal of nursing judgment. But this 
latitude has its limitations. In the 
administration of medications and 
treatments prescribed by a physi- 
cian, the nurse may refuse to carry 
out an unreasonable order but may 
never substitute her own judgment 
for that of the physician. She is 
neither permitted to diagnose ill- 
ness nor to prescribe treatment. 
Even if a physician should try to 
delegate these duties to her, she 
may not lawfully accept this dele- 
gation. She must invariably return 
the responsibility to a licensed doc- 
tor of medicine or run the risk of 
censure.for the illegal practice of 
medicine. 

Occasion for diagnosis of a pa- 
tient may occur in the emergency 
service of a hospital. There may be 
some doubt about whether or not a 
physician should be called to exam- 
ine the patient, particularly at night 
and weekends. This calls for deli- 
cate judgment and the assumption 
of responsibility in deciding if the 
illness or injury is of great or small 


Please turn to page 64 
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STOCK THE NEW Volu-Trole SAFTISET 


designed for accurate volume control of solutions administered in 
amounts of 100 cc. or less. 


accurate permits precise measurement of solutions for intra- 
venous administration 


efficient provides accurate control of both fluid volume and 
drip rate 


dependable _ reduces the possibility of fatal over-hydration in 
pediatric patients 


safe sterile, pyrogen free, ready to use 


Illustration 


1. Dispensing Flask 5. Measuring Chamber 
2. Bottle Connector Spike 6. Dripmeter 

3. Metal Shut-off Clamp 7. Saftibulb* 

4. Medicinal Entry Tubing *TM, 





Also available: The Volu-Trole SAFTIFILTER' for 
accurate control of pediatric blood infusion therapy. 
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Who's Who 





ApLINGTON, BriaN—appointed ad- 
inistrative assistant in charge of 
iwehasing at the Cedars of Leban- 
mn Hospital, Los Angeles, Califor- 


a. 


SKEBROCK, JERRY—replaces MERYL 
“wIs as administrator of the Bar- 
n County Hospital, Lamar, Mis- 
suri. 


-EWER, BEN. See Fore notice. 


{ANDLER, L. U.—has been named 
.iministrator of the Duplin General 

ospital at Kenansville, North Car- 
wilna. 


CunpiFF, Rosert—administrator of 
tie South Boston Hospital of South 
lsoston, Virginia, has resigned to 
accept a similar position with the 
Tri-City Hospital, Leaksville, North 
Carolina. 


Ennis, Hucu R., Jr.—replaces LEE 
STILWELL as administrator of the 
Chillicothe Hospital, Chillicothe, 
Missouri. 


FEEBACK, Don—has been named ad- 
ministrator of the Beaver County 
Memorial Hospital, Beaver, Okla- 
homa. 


Arthur Flemming 


FLEMMING, ARTHUR—will be the new 
secretary of Health, Education and 
Welfare in Washington, D. C. 


Fore, Rosert E.—administrative as- 
sistant at Baptist Memorial Hospital, 
Memphis, Tennessee, has resigned 
to become assistant administrator of 
the Georgia Baptist Hospital in At- 
lanta, Georgia. He will succeed BEN 
Evrwer, who has been named ad- 
ministrator of West Kentucky Bap- 
t'-t Hospital in Paducah, Kentucky. 


LY, 1958 


GrapskI, LapIsLAuS F.—associate 


_ director and assistant secretary to 


the Board of Trustees of the Johns 
Hopkins Hospital, Baltimore, Mary- 
land, has been appointed director of 
the University of Maryland’s Uni- 
versity Hospital in College Park, 
Maryland. 


Hartrorp, THoMas J.—assumed the 
duties of assistant administrator of 
Norton Memorial Infirmary, Louis- 
ville, Kentucky. 


Heiman, NatHan W.—promoted to 
the post of director of Mount Sinai 
Hospital, Chicago, Illinois. 


HincHEE, Frep—has been named 
administrator of the Shawnee Mu- 
nicipal Hospital, Shawnee, Okla- 
homa. 


Horecker, LEONARD, M.D.—is the 
new assistant superintendent of 
Anna State Hospital, Anna, Illinois. 


Houcu, LeeE—See McCovern notice. 


HousHouper, Mrs. Erxet—former 
administrator of the Pushmataha 
Hospital of Antlers, Oklahoma, has 
been named administrator of the 
McCurtain County Memorial Hos- 
pital in Idabel, Oklahoma. She suc- 
ceeds Jack Rue, who has resigned. 


Irwin, JAMES H.—resigned his posi- 
tion as administrator of Monmouth 
Hospital, Monmouth, Illinois. 


KENNEY, Rear ApMIRAL Epwarod C. 
See Kreuz notice. 


Kreuz, CapraIn FRANK P.—of the 
Medical Corps, U. S. Navy, relieved 
Rear ApDMIRAL Epwarp C. KENNEY, 
Medical Corps, U.S. Navy, as com- 
manding officer of the Naval Hos- 
pital Command, National Naval 
Medical Center, Bethesda, Mary- 
land. 


LaBoccetra, Dr. ALFRED C.—will 
serve as acting executive director at 
Philadelphia General Hospital, 
Philadelphia, Pennsylvania. 





Engineering Editor 


Daniel E. Roop 


® HOSPITAL MANAGEMENT is proud 
to announce the acquisition of 
one of the leading authorities in 
hospital engineering to serve as 
engineering editor. His name is 
Daniel E. Roop and he is a reg- 
istered professional engineer at 
Baptist Memorial Hospital in 
Memphis, Tennessee. His experi- 
ence is great. He obtained his 
degree from Bucknell University 
and served as an engineer in the 
Navy until his discharge in 1946. 
After doing consulting work in 
general engineering, he became 
interested in institutional engi- 
neering and served successively 
in the New England Medical 
Center in Boston, in the George 
Geisinger Memorial Hospital and 
finally in his present position. 

Presently, he is president of 
the Tennessee Hospital Engineers 
Association and is a member of 
numerous associations, societies 
and committees of engineers. 

His articles will appear from 
time to time in HOSPITAL MAN- 
AGEMENT and he will welcome 
papers in hospital engineering 
from readers. 


Charles U. Letourneau, M.D. ® 











Lewis, Meryt. See BEKEBROCK no- 
tice. 


Lowry, JAMes V., M.D.—has been 
appointed chief of the Bureau of 
Medical Services with the rank of 
Assistant Surgeon General in Wash- 
ington, D.C. 

Please turn to page 56 











Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Statute of Limitations Does 

Not Bar Suit For Fraudulent 
Concealment of Broken Surgical 
Needle 


® THIS IS A MALPRACTICE ACTION for 
damages. The complaint alleges the 
defendant surgeon left a portion of 
a surgical needle embedded in 
plaintiff's back following an opera- 
tion performed on September 15, 
1932; that defendant negligently 
failed to remove the needle frag- 
ment and fraudulently concealed 
such fact; and although the plaintiff 
consulted numerous doctors over 
the years the needle was not dis- 
covered and removed until May 10, 
1953. In answer the defendant 
pleaded the statute of limitations. 

Statutes of limitations are gen- 
erally regarded as statutes of repose 
governing the period within which 
actions must be brought. 53 C. J. S., 
Limitations of Actions, § 1, p. 901. 
They are designed to eliminate 
fraudulent and stale claims and op- 
erate against those who sleep on 
their rights. However, there are 
well recognized exceptions which 
toll the limitation periods. From an 
early day courts of equity recog- 
nized and applied an exception in 
cases of fraud until the “fraud was 
discovered”. 

The courts are reluctant to allow 
implied exceptions to the statutes of 
limitations. However, fraud is re- 
pugnant wherever encountered. It 
is neither logical nor equitable to 
frown on it in a court of equity and 
allow it to be used as a shield in 
a court of law. From the foregoing 
it is our conclusion, said the court, 
that plaintiff's complaint alleges an 
exception to the statute of limita- 
tions under the doctrine of fraud- 
ulent concealment. 

(Hinkle v. Hargens, 6 CCH Neg. 
Cases 2d 1100—So. Dak.) 


Hospital Visitor Directed to 
Toilet By Nurse Entitled to Sue 
for Falling Down Stairs 


® THE PLAINTIFF was injured while 
visiting her daughter-in-law in a 
private hospital, when she stepped 
into a precipitous stairway leading 
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to the basement. She had followed 
the directions of one of the hos- 
pital’s nurses who had permitted 
her to use the toilet, but had sent 
her to the wrong door. 

At the close of the case against 
the hospital, the court dismissed the 
action without letting it go to the 
jury. On appeal a new trial was 
ordered, the court stating: 

“It is a matter of common knowl- 
edge that all hospitals expect pa- 
tients to have visitors, the number, 
duration and frequency of their 
visits depending upon the severity 
of the patient’s illness. Certainly, 
near relatives, such as plaintiff in 
this case, have an implied invitation 
to visit. Such visits are for the 
mutual advantage of the patient, the 
visitor and the hospital. It is de- 
sirable from the standpoint of the 
hospital to permit, at the proper 
times and under proper conditions, 
visits to patients by relatives and 
friends. No one would patronize a 
hospital which did not permit rela- 
tives and friends to visit patients at 
proper times. Since these visits are 
at times likely to be of considerable 
duration, hospitals must be charged 
with notice that toilet facilities for 
visitors are sometimes going to be 
needed. This would seem particu- 
larly true as to hospitals which take 
maternity cases. Besides, in the in- 
stant case, there can be no doubt 
that Miss Mebane, who gave per- 
mission to plaintiff to use the toilet 
and directed her to it, was the agent 
of defendant, acting within the 
scope of her employment. 

“On the facts established by 
plaintiff's evidence, there seems no 
doubt that under the law of North 
Carolina, the plaintiff, at the time 
of her accident, was an_ invitee. 
Here, the plaintiff had been directed 
to the door she opened by defend- 
ant’s agent, Miss Mebane, and told 
that the door led into a toilet. She 
had every right to expect a floor. 
and the fact that she took one step 
in an effort to reach what she 
thought was a light switch certainly 
does not impress us as constituting 
contributory negligence. Contribu- 
tory negligence is ordinarily a ques- 
tion for the jury, and the burden of 


proving it is. upon the defendant. 
We hold that, at the very least, the 
question of whether or not the 
plaintiff was guilty of contributory 
negligence should have been sub- 
mitted to the jury.” 

(Hamlet v. Troxler, 235 F. 2d 335 
— C. A. N. C.) 


Texas Hospital not Liable for 
Improper Administration of Pill 
By Competent, Experienced 
Nurse 


= Plaintiff was admitted to the 
Baptist Memorial Hospital as a pay- 
ing patient. He had a skin rash or 
fungus growth on his feet and lower 
legs. A daily bath of plaintiff's feet 
in water containing a dissolved po- 
tassium permanganate pill was pre- 
scribed. Plaintiff's medicine was 
kept in a_ pigeonhole receptacle 
where there were some pills that 
were to be taken internally and 
others, like potassium permanga- 
nate, that were to be used external- 
ly. Each was in a separate container 
and marked accordingly. Maggie 
Wilson, a vocational nurse, was to 
give the 8 o’clock medication on the 
day of the accident. She took both 
the pills that were to be taken in- 
ternally and those that were to be 
used externally and administered 
all of the pills internally to plaintiff. 
As a result, plaintiff became vio- 
lently ill. 

In an action against the hospital 
to recover fcr the injuries, the trial 
court granted defendant’s motion 
for summary judgment and entered 
judgment that plaintiff take nothing 
On plaintiff's appeal the judgment 
was affirmed. There was evidence tc 
show that the nurse Maggie Wilson 
was qualified and competent to give 
medicine and was familiar with the 
hospital’s method of administering 
medicine. A charitable hospital is 
not liable for injuries to its patient: 
sustained as a result of the negli: 
gence of its employees unless the 
hospital failed to exercise ordinary, 
care in the selection or retention 0’ 
such employees. 


(Penaloza v. Baptist Memorial Hos- 
pital, 301 S. W. 2d 203 (Tex.) (1957) 
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® HOW CAN an existing hospital 
move four miles to new facilities in 
a short time and still maintain an 
uninterrupted patient-care pro- 
gram? 

This was accomplished by the 
Clara Maass Memorial Hospital of 
Newark, New Jersey (now Belle- 
ville, New Jersey) with the aid of 
the local Civil Defense Disaster 
Control Council. This transfer is the 
first exercise of its kind in which 


‘A patient is transferred to new hospital without inter- 
ruption of oxygen or medical treatment. 
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Civil Defense Moves a Hospital 


by Albin H. Oberg 


Executive Director 
Clara Maass Memorial Hospital 
Belleville, N. J. 


Loading of patients at old hospital 


civil defense volunteers actually 
moved patients. 

Sunday morning, August 18, 1957, 
at 8:30 a.m., the alarm was sent out 
that the old Clara Maass Memorial 
Hospital must be immediately evac- 
uated and the patients transferred 
to new facilities. Civil Defense offi- 
cials immediately contacted their 
personnel, and by 9:00 am. they 
were reporting to their respective 
duties and assigned positions. 


‘OPERATION | 
GOOD NEIGHBOR’ 


NEWARK CIVIL DEFENSE 
DISASTER CONTROL Counc, 


Traffic Control 


In any evacuation, traffic control 
is of primary importance. This activ- 
ity was handled by auxiliary police 
and air raid wardens. Every inter- 
section and danger area was proper- 
ly patroled so as to avoid any pos- 
sible delay or hazards which might 
endanger the lives of the patients. 


Please turn to page 104 


The last baby born at the old hospital becomes the 
first occupant in the new nursery. 
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Your Insurance Counsellor 
Henry E. Theobald, C.P.C.U. 





Professional Liability Insurance 
for Hospitals 


® Hospital professional liability in- 
surance protects the insured hospital 
against claims arising out of mal- 
practice, error, or mistake on the 
part of hospital personnel. 

The policy provides for the pay- 
ment on behalf of the insured of all 
sums which the insured may be 
held liable to pay as damages be- 
cause of bodily injury, including 
death, sustained by any person, 
arising out of malpractice, error, or 
mistake. 

Claims may arise from: 

1. The rendering or failing to 
render to such person, or the person 
inflicting the injury, medical, sur- 
gical, dental, or nursing treatment, 
including the furnishing of food or 
beverages. 


2. The furnishing or dispensing of 
drugs or medical, dental, or surgi- 
cal supplies or appliances if the 
injury occurs after the named in- 
sured has relinquished possession of 
such property. | 

3. The handling or performing of 
autopsies on deceased human bodies. 

The insurance is not restricted by 
a “caused by accident clause”; 
rather it is on an occurrence basis. 
This means that the cause of the 
injury need not be sudden, nor 
identifiable as to time and place. It 
is important, since an error in sur- 
gical treatment might not be dis- 
covered or become evident for some 
time after surgery. 

The type of injury which the in- 
surance covers is not restricted as 


in bodily injury or property dam- 
age. The term includes bodily in- 
jury, property damage and personal 
injury such as slander, libel, defa- 
mation of character, invasion of 
privacy, mental anguish, et cetera. 


The insurance is not limited to 
patients, since the words “to any 
person” are used. Thus a suit for 
damages for loss of services by the 
husband of an injured woman is 
included. 


The insurance is defined by the 
words: arising out of malpractice, 
error, or mistake. There has been 
some thought expressed that the 
word “malpractice” is not appropri- 
ate, since, if the hospital as a cor- 
poration cannot practice medicine, it 
cannot be guilty of the malpractice 
of medicine. The thought is ad- 
vanced further that the hospital 
cannot be held responsible for med- 
icine as practiced by members of 
the medical staff, and the use of the 
word “malpractice” indicates that 
this might not be so. 


There is little disagreement with 
this thinking. It is explained by the 
insurance industry that the word 
is used to denote the nature of the 
business of a hospital as being dif- 
ferent from the operation of other 
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businesses. In short, they do not 
mean the word to be interpreted in 
the sense of its application to the 
learned professions; such as medi- 
cine, the law, theology, education. 
As a matter of fact there is a 
malpractice policy for the operator 
of a hair-dressing shop. The term 
means to take cognizance of the fact 
that there is in the minds of people 
an attitude that one goes to a hos- 
pital to receive medical or surgical 
treatment in matters more compli- 
cated than can be treated in a 
doctor’s office. If anything untoward 
happens to them in the hospital 
during the course of treatment, 
there is the tendency to consider 
this the responsibility of the hos- 
pital. Since the policy will defend 
all suits brought against the hospital 
as the result of its care of patients, 
the word is employed to indicate 
that the insurance is not restricted 
to definable errors or accidents. 
Another reason for the use of the 
word is that the term has a meaning 
to the insurance industry itself, 
which indicates liability that arises 
in a hospital for causes other than 
the operation of a business in a 
building or on property. 

The use of the phrase, “error or 
mistake,” is important since it does 


not restrict the insurance to mal- 
practice. An error in identification 
by a member of the nursing staff 
may have serious consequences, and 
such a contingency is covered by 
the use of the word. Administrative 
errors in selecting or retaining per- 
sonnel or the furnishing of equip- 
ment also come within the purview 
of this insuring clause. 

It is interesting to note that the 
phrase, “in rendering or failing to 
render,” is used, since injury may 
as easily result from lack of action 
as from positive action. 

The phrase, “or to the person in- 
flicting the injury,” is included to 
cover a situation in which someone 
other than the patient involved, 
perhaps another patient, perhaps a 
member of the public, is injured as 
the result of the actions of a patient, 
or former patient, for which the 
hospital may be held responsible. 
For instance, a person discharged 
while still under the influence of 
drugs may cause an automobile 
accident which may be held to be 
the responsibility of the hospital. 
Another example might be a dis- 
turbed or deranged patient, who 
through lack of supervision, causes 
injury or property damage. 

Liability arising out of serving 


food or beverages to a patient is 
completely covered while on the 
premises. A separate clause, “in 
furnishing or dispensing drugs or 
appliances,” brings within the scope 
of the policy, the hospital’s liabilty 
as the operator of a pharmacy. This 
is a form of products liability in- 
surance, which is usually insured in 
the case of a commercial pharmacy 
under the druggists liability policy. 
In the two products exposures 
above, coverage is restricted to the 
premises of the hospital. The off- 
premises product exposure is cov- 
ered under the hospital’s owners’ 
landlords’ and tenants’ liability pol- 
icy. This overlapping and possibly 
confusion is another reason for 
placing liability insurance in one 
insurance company. 

The clause, “in the handling or 
performing autopsies on deceased 
human bodies,” is an important ad- 
dition. It is especially important 
since in the event of a suit arising 
out of an autopsy, the hospital must 
deal with relatives or the estate of 
the deceased, and there may be dis- 
agreement as to whether or not 
permission for the autopsy was 
given, or that the person giving the 


Please turn to page 55 
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Medical Records 





Responsibility For New Policies 


QUESTION: Our doctors are insisting 
that the in-and outpatient records be 
combined so that all information on 
any one patient will be available in one 
place. However, the nurse in charge 
of the outpatient department opposes 
the idea and will not cooperate. 
Therefore, my administrator told me 
to make a ruling on the matter, and 
then follow-through on combining the 
records. Will you please send me the 
rule and suggestions as to how the 
matter can best be handled? Also 
should the record be combined or 
each part kept separate in one folder? 
O.S.F. 


ANSWER: It is not the responsi- 
bility of the medical record li- 
brarian to establish the policies 
concerning unitizing of the medical 
records as this will concern more 
than just your own department. 
First, the medical staff should take 
definite action and record in their 
minutes that they recommend that 
the in- and outpatients records of 
all patients be filed together in a 
centralized medical record area and 
then present this recommendation 
to the administrator, if they have 
not already done so. 

If the administrator accepts this 
recommendation it is his duty to 
establish the necessary policies, and 
the date the new procedure is to 
be started. As both you and the 
outpatient supervisor are on the 
same level of management you 
should not give orders to each 
other. However it is of course 
necessary that you cooperate in 
working out the final details of the 
procedure. 

It must also be remembered that 
the admitting officer must be con- 
sidered unless you are already using 
unit numbers. I would suggest that 
your administrator have you, the 
admitting officer, and the outpa- 
tient supervisor in his office to- 
gether when he makes the an- 
nouncement. The operating details 
should be worked out at that time 
and thus there will be no misun- 
derstanding. Following this meeting 
the procedure should be written up 
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by Edna K. Huffman, C.R.L. 


in detail with each receiving a copy, 
and the original remaining with 
the administrator. 

There are two ways of assembling 
unit medical records within the 
folders. One is to keep them as one 
record in strictly chronological or- 
der. The other groups all outpa- 
tient records at the back of the 
folder, with the records for each 
inpatient admission together at the 
front arranged with the earliest 
record at the back, and the latest 
on top. This arrangement is best 
liked because the physician is 
usually first interested in the latest 
records. Thus, they are available 
with the least searching. 


Group Supervision of Medical 
Records 


QUESTION: There are three and pos- 
sibly four hospitals in this area who 
would each be interested in employing 
a medical record librarian for eight 
or ten days per month. Our hospitals 
are all too smail for a full-time medi- 
cal record librarian. We would like to 
find someone who would be willing to 
come, and be capable of answering 
the questions of our medical record 
clerks, advise in the compilation of 
medical statistics so that we could be 
assured that we are meeting the re- 
quirements for accreditation, and who 
would also not only do the coding of 
diseases and operations, but be quali- 
fied to familiarize our doctors with 
the basic principles of the Standard 
Nomenclature. How would we _ go 
about finding someone for such a 
position? L.G.B. 


ANSWER: You should either band 
together and place an ad in the 
Journal of the American Associa- 
tion of Medical Record Librarians, 
or contact the Association of Medi- 
cal Record Librarians for your 
state, or for your district, if your 
state is organized by districts as 
some are. Such groups many times 
know of either some one person 
who would like this kind of work, 
or even several medical record li- 
brarians who would each be will- 
ing to take the responsibility for 


one hospital in addition to their 
own. This method is being followed 
in Minnesota. 

Several state hospital associations 
have sponsored this sort of a pro- 
gram in their areas, and found the 
arrangement highly _ satisfactory. 
This has been done in Mississippi, 
Arkansas, Oklahoma, and a man- 
agement group is sponsoring such 
an arrangement in Massachusetts. 


Standards For Accreditation 


QUESTION: Where should I write for 
a copy of the Standards for Hospital 
Accreditation? D.I.M. 


ANSWER: Copies of the Standards 

for Accrediation of Hospitals may 

be obtained from the Joint Com- 
mission on Accreditation of Hos- 
pitals, 660 N. Rush Street, Chicago, 

Illinois. The price for extra copies 

of the Standards is 25 cents each, 

and for extra copies of the quarter- 
ly Bulletin 15 cents each. 

Every hospital listed in the Ad- 
ministrator’s Guide of the Ameri- 
can Hospital Association receives 
three copies of the Standards each 
time they are revised, and they also 
receive three copies of each issue 
of the Bulletin which is published 
quarterly. One copy is sent to the 
administrator, one to the chief of 
staff, and one to the president of the 
governing body. Thus, unless the 
line of communication within the 
hospital is weak, every department 
should have the opportunity of 
keeping aware of changing Stand- 
ards as far as their department is 
concerned, 

Bulletin No. 7 (October 1953) 
recommends the following routing 
for the first two copies: 

1. That the administrator route his 
copy through his assistant, to the 
pathologist, the roentgenologist, 
and finally ending up in the 
hands of the medical record li- 
brarian. 

. That the chief of staff route his 
copy to the department heads 
such as obstetrics, medicine, sur- 
gery, et cetera, and then to the 
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permission had a right to do so. 
Coverage is also included for the 
handling of deceased human bodies 
as differentiated from the perform- 
ance of autopsies. . 

The policy also provides the fol- 
lowing additional benefits found in 
most liability policies: defense of 
any suit against the insured alleg- 
ing such injury and seeking dam- 
ges on that account, even if the 
suit is groundless, false, or fraudu- 
ent. The company may with the 
vritten consent of the insured effect 
ettlement of any claim or suit. 
Premiums on appeal and attach- 
1ent bonds will be paid. All ex- 
enses involved in_ investigation, 
efense, and settlement will be paid, 
rovided the judgment does not ex- 
eed the policy limit. 

The names insured not-for-profit 
.ospital includes, in addition to the 
hospital, each member of the board 
of trustees, directors, or governors 
vhile acting within the scope of 
‘iis duties. For other hospitals the 
named insured, in addition to the 
hospital, includes any partner, ex- 
ecutive officer, director or stock- 


holder thereof while acting within 
the scope of his duties. 

The policy excludes coverage for 
liability arising out of the perform- 
ance of a criminal act; liability of 
an insured, if an individual, for 
his personal acts or omission of a 
professional nature. Liability for 
bodily injury, sickness, disease, or 
death of an employee in the course 
of employment for which benefits 
are available under workmen’s com- 
pensation, unemployment compen- 
sation, or disability benefits laws is 
not covered. Liability assumed un- 
der contract or an agreement is 
excluded, as well as that arising out 
of the ownership, maintenance, or 
use of motor vehicles, aircraft, or 
watercraft. 

No coverage is provided for in- 
jury, disease, sickness, death or 
destruction with respect to which 
an insured is also an insured under 
a Nuclear Energy Liability Policy 
that was in effect at the time of the 
occurrence which resulted in such 
injury, disease, sickness, death or 
destruction — even though the 
policy terminated upon exhaustion 
of limit of liability. 

The policy does not cover liability 
arising out of the furnishing of 


services, materials, parts or equip- 
ment by an insured in connection 
with the planning, construction, 
maintenance, operation or use of 
any nuclear facility, with respect to 
injury or destruction of any nuclear 
facility or property located there 
resulting from the nuclear energy 
hazard. Likewise excluded is lia- 
bility arising out of the transporta- 
tion, handling, use, sale, distribution 
or disposal of by-product material 
with respect to injury, disease, sick- 
ness, death or destruction resulting 
from the nuclear energy hazard. 

The insured is required to main- 
tain records of the daily average 
number of beds, cribs and bassinets 
used for patients during the policy 
period as well as the total number 
of visits made by patients who do 
not receive room and board. 

The company must be permitted 
to audit and examine the insured’s 
books and records at any time dur- 
ing the policy period — and within 
three years after the final termina- 
tion of the policy, as they relate to 
the premium bases or the subject 
matter of the insurance. 

Other insurance is permitted, but 
the company is not liable for a 
Please turn to page 77 
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Who's Who 
Continued from page 49 


McGovern, JosepH L.—administra- 
tor of McAuley Hospital in Coos 
Bay, Oregon has resigned. His suc- 
cessor is LEE Houcu. 


MILLER, FLoyp—has assumed the 
post of administrator of the Belle 
Glade Memorial Hospital, Belle 
Glade, Florida. He fills the vacancy 
of DonaLp D. Parke, who resigned. 


MoreLtanp, ANN—former adminis- 
trator of the Durant Hospital, Du- 
rant, Oklahoma, has been named 
administrator of the Pushmataha 
Hospital, Antlers, Oklahoma. 


NEAL, JAMEs P.—has been appointed 
administrator of the Community 
Hospital of Evanston, Illinois. Prior 
to this he was the administrator of 
the Wheatley Provident Hospital, 
Kansas City, Missouri. 


Parke, Donatp D. See MILLER no- 
tice. 


ParrIsH, VINCENT J.—has been ap- 
pointed assistant manager of the VA 
Hospital, Erie, Pennsylvania. 


RoTHMAN, WILLIAM A.—new assist- 
ant director of Sinai Hospital, De- 
troit, Michigan. 


Rue, Jack. See HousHOLpER notice. 


SkKaHAM, JAMES—new administrator 
of McCune-Brooks Hospital, Car- 
thage, Missouri. 


SmitH, Masor GENERAL Stuart G.— 
commanding general, Brooke Army 
Hospital, Fort Sam Huston, Texas, 
has been assigned to Letterman 
Army Hospital, Presidio of San 
Francisco, California. 


HL E. Springer 


SPRINGER, Harotp E.—has been ap- 
pointed administrator of the Me- 
morial Community Hospital, Edger- 
ton, Wisconsin. He was formerly the 
purchasing agent at Presbyterian- 
St. Luke’s Hospital, Chicago, Il- 
linois. 
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STILWELL, Lee. See ENNIs notice. 


Surratt, THomas W.—formerly as- 
sistant administrator of the Moore 
Memorial Hospital, Pinehurst, North 
Carolina is now manager of business 
office at the Rowan Memorial Hos- 
pital in Salisbury. 


Waite, Joe J., M.D. See Woop no- 
tice. 


Woop, Micuare. J.—director of Hos- 
pital and Clinics, University of 
Florida Health Center, Gainesville, 
Florida, has been appointed execu- 
tive director of the Duval Medical 
Center, Jacksonville. He replaces 
JoeL J. Wuite, M.D. who has re- 
signed. 


Woonrinec, A. J.—appointed assist- 
ant director of Hospital and Clinics 
University of Florida, Gainesville, 
Florida. 


Wyatt, Ronatp W. B.—new admin- 
istrative assistant of Merritt Hos- 
pital in Oakland, California. 


ZUERCHER, DoNALD—has been ap- 
pointed administrative assistant of 
the War Memorial Hospital, Sault 
Ste. Marie, Michigan. 





Suppliers News 


' John Gans 


Bruce Babcock 


Bascock, Bruce—has been named 
manager of surgical operating table 
sales at Wilmot Castle Company, 
Rochester, New York. 


Cross, JoHun M.—has been elected 
president of Becton, Dickinson and 
Company, Canada, Limited. He has 
been serving both as general man- 
ager and a director of the medical 
and surgical supply concern. 


Croxton, Hersert P.—is the new 
president and treasurer of The 
Massillon Rubber Company. He 
succeeds J. G. Lester, who has 
moved to the position of Chairman 
of the Board of the Company. 


Gans, Jonn D.—formerly merchan- 
dising manager for Rubbermaid, 
Inc., has been named manager of 
the Company’s expanding Com- 
mercial Sales Division. 


C. M. Jewett William Little 
JEWETT, C. M.—has been appointed 
to the post of direct institutional 
representative of the St. Charles 
Manufacturing Company of St. 
Charles, Illinois. 


LaFITEAU, Maurice B.—Grayson 
Equipment Company, Inc., an- 
nounces the appointment of Mr. 
Lafiteau, well-known food service 
engineer and consultant, as vice- 
president of their Company. 


Lester, J. G. See Croxton notice. 


LirtLe, Witt1am S.—has been ap- 
pointed vice-president for sales of 
Becton, Dickinson and Company. 


McANALLY, CHARLES M.—appointed 
as sales representative of the Car- 
olina Absorbent Cotton Company. 
He will be using Los Angeles as 
a base of operations. 


Best in Show 


5 ss i 

Harris L. Willits, left, president of 
Hospital Industries Association, 
congratulates George F. Schodt, 
right, of the American Sterilizer 
company for the best multiple booth 
exhibit at the recent convention of 
the Mid-West Hospital Association 
in Kansas City, Mo. A record break- 
ing 163 exhibitors displayed the 
latest in hospital equipment for the 
nearly 3000 hospital delegates from 
seven midwest states. 
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What Associations Are Doing 





Officers of the newly founded National Association of Central Service Personnel 


Left to right: John J. French, Jr., treasurer and Wilma 


Left to right: Fred J. O’Connor, attorney and guest 
speaker; Mary Helen Anderson, president. 


Left to right: Eva Buckingham, first vice president and 
Esther Abbott, second vice president. (See page 69 for 


further details.) 


National Health Council 


® CLARKSON HILL, business man- 
ager of the Institute of Living in 
Hartford, Connecticut, has been re- 
elected to the Board of Directors 
of the National Health Council. He 
will serve a three-year term end- 
ing in March, 1961. Mr. Hill also 
has been elected to the Finance 
Committee of the Council for a 
term ending in March, 1959. Both 
elections took place at the annual 
meeting of Delegates to the Coun- 
cil in Philadelphia, Pennsylvania. 
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Leppert, secretary. 


Honored guests at the speaker’s table 


American Heart Association 


™ DR. GEORGE E. WAKERLIN has been 
appointed medical director of the 
American Heart Association and has 
assumed his duties. He was former- 
ly with the University of Illinois 
College of Medicine in Chicago, 
where he served as professor and 
Head of the Department of Physiol- 
ogy since 1937. 

In his new position, he will be re- 
sponsible for planning and directing 
the medical and scientific programs 
of the American Heart Association. 


Left to right: Fred J. O’Connor, Julia Findlay, Niagara 
Falls, New York and Charles U. Letourneau, M.D., 


guest speaker. 


Texas Hospital Association 


W. P. Earngey, Jr., administrator of 
Harris Hospital, Fort Worth, was in- 
stalled as president of the Associ- 
ation in formal cermonies at the 
annual banquet held in Dallas. 
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Alpha Delta Mu Fraternity 


Dr. Kenneth Babcock, chairman of 
the Joint Commission on Accredita- 
tion of Hospitals, was presented an 
honorary membership to the fra- 
ternity, during the Tri-State As- 
sembly, Chicago, Illinois. 


Greater New York Hospital 
Association 


= Mr. Fred K. Fish, executive di- 
rector of New York Polyclinic Med- 
ical School and Hospital, has been 
elected president of the Association, 
representing 90 voluntary non-profit 
and 22 municipal hospital centers in 
that area. He succeeds Dr. William 
A. Kelly, director of Mount Vernon 
Hospital. Others elected were: Peter 
B. Terenzio, executive vice-presi- 
dent of the Roosevelt Hospital, vice- 
president; Louis Miller, director of 
the Jewish Memorial Hospital, 
treasurer; and R. D. Vanderwarker, 
vice-president and general man- 
ager, Memorial Center, assistant 
treasurer. 


St. Louis Blue Cross 


= Elmer F. Nester, executive di- 
rector of the St. Louis Blue Cross 
plan since May 1946, will retire the 
end of June, 1958. 

More than 400,000 Blue Cross and 
Blue Shield members have been 
enrolled since Mr. Nester became 
director and $123,411,553.00 has been 
paid hospitals for the care of mem- 
bers. 
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Hospital Planning Council 
of Chicago 


Mr. Edward L. Ryerson, former 
chairman of the board for the In- 
land Steel Company, Chicago, Illi- 
nois, has been elected president of 
the Hospital Planning Council for 
Metropolitan Chicago. 


Massachusetts Hospital 
Association 


Officers elected at the Massachusetts 
Hospital Association’s twenty-sec- 
ond annual meeting held at Hotel 
Statler, Boston, left to right: Right 
Reverend Monsignor A. C. Dalton, 
P.A., LL.D., director of Catholic 
Hospitals, Archdiocese of Boston, 


Association of Western Hospitals 


president of the Association and R. 
Ashton Smith, director, Lawrence 
General Hospital, Lawrence, presi- 
dent-elect of the Association. 


South Carolina Hospital 
Association 


= The newly elected officers are: 
president-elect, Mr. Charles C. 
Boone, administrator of the Barn- 
well County Hospital, Barnwell; 
the current president-elect, who 
will assume office in April is Mr. 
Claude Weeks, superintendent of 
the Cherokee County Hospital, 
Gaffney. Elected to succeed himself 
as treasurer of the association was 
James M. Daniel, superintendent of 
the Columbia Hospital of Richland 
County, Columbia. 


Alabama Hospital Association 


President: E. E. Cavaleri, Jr., ad- 
ministrator, Crippled Children’s 
Clinic and Hospital, Birmingham. 
President-elect: E. C. Bramlett, as- 
sistant administrator and business 
manager, Mobile Infirmary, Mobile. 
Secretary-treasurer: Ernest S. Wil- 
liams, assistant administrator, Car- 
raway Methodist Hospital, Birming- 
ham. 


Left to right: Wesley G. Lamer, administrator of Physicians and Surgeons 
Hospital, Portland, Oregon, president-elect; Ralph J. Bromadka, adminis- 
trator of the Santa Monica Hospital, Santa Monica, California, president; 
Paul S. Bliss, administrator, Vancouver Memorial Hospital, Vancouver, 
Washington, third vice-president; Joseph L. Zem, director, St. Luke’s Hos- 

pital, San Francisco, California, treasurer. 4 
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stances, are permitted to give in- 
travenous injections. What will be 
the eventual boundaries of nursing 
practice? With the expansion of 
health services, doctors will do 
more and more for people and so 
it follows that nurses must be pre- 
pared to do more and more and to 
apply skills and techniques based 
upon principles so they may an- 
alyze problems and make judg- 
mental decisions as more proce- 
dures and more responsibilities are 
allocated to them. 

Nursing is a changing profes- 
sion. Through the years there has 
been the emphasis that the knowl- 
edge of nursing is a science; prac- 
ticing it is an art. We have aspired 
to aid the doctor skillfully and 
thoughtfully in the care of the 
sick. Traditionally, nursing care 
has been synonymous with bedside 
attention to the patient. With the 
expansion of health services, the 
science of nursing is ever widening 
and the art of nursing is called upon 
to encompass more than the bedside 
care of the sick. 

In addition to providing physical 
care for the patient, caring for his 
immediate environment, teaching 
him and his family the nursing care 
which they may have to manage, 
as well as giving general health 
instruction, the nurse is expected to 
be more and more involved in the 
patient’s psychological, emotional 
and social problems. As the con- 
cept of comprehensive or total pa- 
tient care in medicine grows, this 
concept must of necessity be in- 
cluded in the educational programs 
of the student nursing. The nurse 
is becoming increasingly important 
as a member of the entire health 
team, as the team concept of pa- 
tient care evolves and grows. She 
is becoming the liaison, coordinator, 
and often interpreter for the pa- 
tient, hospital and community agen- 
cies. With the growth of preventive 
medicine, nursing has come to in- 
clude health teaching as well as 
nursing the sick. 

With extension of community 
mental health facilities, mental 
health and the treatment of mental 
illness is taking on a new look. The 
rapid development of community 
resources will call for additional 
participation and understanding by 
nurses. 

Another changing demand on 
nursing is in the field of rehabilita- 
tion. Because of the increasing rate 
of chronic diseases, the nurse of 
the future must be not only ex- 
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tremely well oriented in nursing 
care of the chronically ill and dis- 
abled, but well aware of the sig- 
nificance of the problem and pre- 
ventive aspects of chronic disease 
as well as the mental, emotional 
and social factors that are involved 
in rehabilitation. 


Supervision 


Nurses alone cannot meet the 
nursing needs of patients. Auxiliary 
nursing groups such as_ licensed 
practical nurses (LVN’s in Cal- 
ifornia) and nursing aides are 
essential if the nursing needs of 
patients are to be met. 

With the addition of lesser pre- 
pared persons to the nursing team, 
the professional nurse must now 
not only have the ability to give 
skilled nursing care to people in 
hospital, home, school and industry 
but she must be able also to plan, 
to teach, to coordinate and to 
evaluate the work of others who 
assist her. This calls for fundamen- 
tal skills in leadership, manage- 
ment, communications and human 
relations. 

What has been done to prepare 
the professional nurse for these 
functions? Each nurse is called 
upon to give leadership and direc- 
tion to lesser prepared nursing per- 
sonnel. Does this not mean that 
each professional nurse must learn 
some principles of supervision? 
What about the nurses already 
graduated, who have missed that 
kind of learning opportunity? (The 
majority of them must work with 
vocational nurses and nursing 
aides). Think of the implications 
for refresher courses, in-service ed- 
ucation programs and advanced ed- 
ucation opportunities. 

The professional nursing organ- 
izations have an active role and 
responsibility in helping to meet 
the changing demands on nursing. 
Both the American Nurses’ Asso- 
ciation and the National League for 
Nursing and their state and local 
counterparts are concerned with 
providing the best possible care for 
the American people. 


Official Bodies 


The ANA and the state nurses’ 
associations, the membership or- 
ganization of professional nurses, 
has the purpose “to foster high 
standards of nursing practice and 
to promote the welfare of nurses 
to the end that all people may have 
better nursing care.” This calls for 
looking at ourselves, at the needs 
of nursing services and at the so- 
ciety of which we are a part. 


The state nurses’ associations are 
the recognized, official spokesman 
for the nursing profession and one 
of their functions is to seek sound 
licensing laws that will protect the 
public and the nursing profession 
from unqualified practitioners. The 
law as an instrument to achieve 
social ends is designed to protect 
society as a whole and each indi- 
vidual within the society. It can- 
not remain static. 

As advances in such as trans- 
portation and communications 
bring new laws or the revision of 
old so also do medical progress, 
changing health trends and evolving 
social patterns bring changing de- 
mands on nursing which call for 
constant evaluation of existing 
legislation and for its review and 
revision from time to time. For 
years California registered nurses 
had difficulty in determining if they 
could legally perform the intrave- 
nous administration of fluids be- 
cause, technically, the Medical 
Practice Act reserves to physicians 
the right to penetrate the skin. 

An amendment to the Medical 
Practice Act was not deemed ad- 
visable at the time and so an agree- 
ment was reached in 1956 by rep- 
resentatives of medicine, nursing 
and hospital administration in Cal- 
ifornia concerning circumstances 
under which professional registeréd 
nurses may legally start and ad- 
minister fluids intravenously. Then 
in 1957 in recognition of the ex- 
panding need for professional 
nurses, prepared to do_ bedside 
nursing, the California State 
Nurses’ Association initiated a re- 
vision of the California Nursing 
Practices Act which permits ac- 
creditation of a school of nursing 
which has been approved by the 
Board of Nurse Examiners cover- 
ing not less than two years. These 
two-year schools are to provide 
a quality of education not less than 
the current standards established 
by the National League for Nursing 
and American Association of Jun- 
ior Colleges. 

The ANA supported Federal 
legislation providing for grants and 
scholarships to nursing education 
under Public Law 911. 

The ANA is bending its efforts 
toward establishing programs and 
services aimed to make the pro- 
fession of nursing attractive; pro- 
grams aimed to give nurses se- 
curity as members of a respected 
profession; programs aimed to hold 
nurses in nursing and to attract 
young men and women whose in- 
terests are competed for upon high 
school graduation by so many vo- 
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cations and professions. One of 
these services is the establishment 
for each occupational group—gen- 
eral duty; institutional nursing 
service administrators; educators, 
administrators, consultants and 
teachers; and other’ groups—of 
recommended salaries and condi- 
tions of employment commensurate 
with the responsibilities carried and 
with the preparation required to 
meet these responsibilities. 

The program of professional 
counseling and placement assists 
nurses in planning future educa- 
tion and experience and helps them 
to find positions listed by employ- 
ers for which they are best quali- 
fied. 


New Definitions 


The constantly changing func- 
tions of professional nurses in light 
of new knowledge and the increas- 
ing complexity of health care has 
lead to a definition by the ANA of 
the functions, standards and quali- 
fications of professional nursing 
practice for all categories of nurses. 
These reflect nursing practice as 
it is emerging today. Use of these 
statements aid in better utilization 
of professional nursing skills and 


they are a guide to in-service pro- 
grams for graduate staff and to 
curriculum content of schools of 
nursing. 

The National League for Nursing 
and state leagues for nursing assist 
in improvement of organized nurs- 
ing education and organized nurs- 
ing service in hospitals, public 
health agencies, industry, home, 
school through the cooperation of 
professional and practical nurses, 
nursing aides, laymen and members 
of allied professions. They take 
leadership in studying and plan- 
ning for the utilization of the skills 
of the practitioner in providing 
nursing service in our country and 
for on-the-job as well as graduate 
and undergraduate educational pro- 
grams aimed to prepare nursing 
personnel to give good nursing 
service. 

The leagues are concerned with 
recruitment, selection, preparation 
of students in professional basic 
and graduate nurse programs and 
practical nurse programs. They are 
concerned with helping nursing 
personnel meet emerging patient 
needs in public health, hospitals, 
industry, home, schools through 
consultation, workshops, guides, 
manuals, teaching aides, studies in 


these various areas and _ institutes 
such as this one on “Nursing Edu- 
cation Prepares for Nursing Serv- 
ice.” 

The National League for Nurs- 
ing Committee on the Future in 
the publication “Nurses for a 
Growing Nation” forecasts chang- 
ing needs in nursing education and 
nursing service based on examina- 
tion of social and health trends in 
the foreseeable future. Nursing is 
indeed faced with the challenge of 
planning for the future while liv- 
mg in the reality of the present. 
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consequence. Such judgment is a 
diagnosis. It is beyond the scope of 
nursing. It should not be under- 
taken. If the nurse misdiagnoses a 
serious illness or injury, and the 
patient suffers damage, the nurse 
and the hospital will surely be li- 
able for the damage. 

In the same way, prescribing a 
drug or a therapy of any kind 
without reference to a physician is 
beyond the scope of nursing. If 
damage results the act may be in- 
terpreted as the illegal practice of 
medicine. 

A nurse should never take for 
granted that she has delegated au- 
thority to prescribe just because a 
physician admonishes her to “do as 
you think best”. The physician is 
not empowered to delegate an act 
of medical judgment to an unqual- 
ified person. As the medical laws 
are now written, a nurse is an un- 
qualified person and she should not 
assume the responsibility of pre- 
scribing even if the doctor should 
order her to do so.* 

Even though a nurse might wish 
to oblige a physician as a matter of 
convenience to him, acts of diag- 
nosis and prescription might give 
rise to litigation against which the 
hospital would have no defense. 
Even if a nurse were willing to as- 
sume the risk of personal liability 
for illegal practice, it is most unfair 
to the hospital for her to do so. 

This situation may occur with a 
nurse anesthetist where a_ physi- 
cian may instruct her to anesthetize 
a patient according to her own best 
judgment. She may assume that the 
doctor will support her judgment 
in the event of litigation but she 
cannot equally assume that his in- 
surance carrier will take the same 
view. Chances are that the carrier 
will try to avoid liability. If the 
doctor’s insurance carrier denies 
liability this leaves only a recourse 
against the nurse and her em- 
ployer, usually the latter. Moreover, 
there is a possibility that the hos- 
pital’s insurance might not cover 
illegal prescription by a nurse be- 
cause it is against public policy to 
ensure the consequences of illegal 
acts. 


The Law 
The nurse is in duty bound to 
obey the law. She may not perform 


an illegal act either in her profes- 


*See Medicine and the Law, The Lancet, 
10 May 1958, p. 1027. 
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sional or in her administrative ca- 
pacity. This principle is hardly 
noteworthy. But a nurse may un- 
wittingly violate the law and in- 
volve both herself and the hospital 
in a criminal act. Misplaced com- 
passion for a suffering patient, for 
example, creates no exception to 
the duty to respect the laws gov- 
erning narcotics. No narcotic may 
be administered without a doctor’s 
prescription. 

Neither may a nurse compound or 
dispense drugs at any time, night 
or day. Dr. George F. Archambault, 
Chief, Pharmacy Branch, Division 
of Hospitals, Bureau of Medical 
Services, U.S. Public Health Service, 
Department of Health, Education 
and Welfare, Washington, D.C., 
states: 

“Should a hospital expressly or 
impliedly permit a nonpharmacist, 
be it a nurse or other person, to 
act as a pharmacist, the hospital 
too becomes liable criminally and 
in states where charitable trust doc- 
trines are not relaxed the hospital 
may well be liable in a civil suit.” 

Nurses serving in the operating 
room are also exposed to participa- 
tion in illegal acts by condoning the 
performance of a criminal abor- 
tion or a surgical operation without 
the patient’s consent. As an agent 
of the hospital, the nurse engages 
the responsibility of the administra- 
tion in permitting illegal acts to oc- 
cur on the hospital premises. The 
nurse has a duty to obtain complete 
information as to the intent of the 
physician before assisting at any 
surgical operation. If the nurse 
could have ascertained the illegal 
nature of the operation by reason- 
able inquiry, she is negligent. She 
cannot later plead ignorance of the 
true nature of the illegal act. Giv- 
ing an injection of an ecbolic drug, 
preparing a sterile tray for an ille- 
gal operation, assisting the physi- 
cian during an illegal operation, 
suppressing evidence of a criminal 
act either through disposal of a 
fetus or failure to report the act to 
the administration — all these and 
similar acts may amount to partici- 
pation. Participation also extends to 
advising and counselling of a pa- 
tient to have an illegal operation 
and to the procurement or recom- 
mendation of a practitioner, who 
will perform it. 

Another crime in which a nurse 
may participate is theft, either from 
the patients or from the hospital. 
Rarely do nurses personally en- 
gage in such activity. But there 
may be occasions when a nurse 
permits a physician to take drugs, 


equipment or supplies from the 
hospital for use in his private prac- 
tice or leaves medications or drugs 
in places where a patient can steal 
them. To look the other way 
amounts to participation. Failure to 
report thefts to the administration 
is a breach of duty to the hospital. 
Illegal activity may also occur in 
connection with ambulance chasing. 
A nurse who advises a lawyer or 
his runner about an accident case 
admitted to the hospital or actively 
solicits the patient on his behalf is 
committing a breach of trust to the 
hospital. Criminal negligence, false 
imprisonment, and assault and bat- 
tery of a patient are relatively in- 
frequent but do engage the liabil- 
ity of the hospital. A nurse is en- 
titled to use force upon a patient 
but only sufficient to restrain him 
from injuring either himself or 
other patients in the hospital. 


Standards of Practice 


The nurse is responsible to see 
that the highest standards of good 
practice are maintained in the hos- 
pital. Apart from her own self she 
is also in duty bound to see that 
others maintain these _ standards. 
Protection of the patient demands 
that everyone in the hospital ob- 
serve the fundamentals of good 
medical and nursing practice. Since 
the hospital promises to the patient 
a high quality of service, it is in- 
cumbent upon all the employees in 
the hospital to see that the patient 
gets it. It is false loyalty to a col- 
league or to a physician to permit 
them to proceed with a course of 
action that may be harmful to a 
patient without at least reporting 
it to superior authority. In these 
matters, the patient must come first. 

The nurse must see that all rou- 
tines designed to protect the pa- 
tient are strictly observed in the 
operating room, delivery room, re- 
covery room, central service, isola- 
tion or wherever she happens to be 
working in the hospital. Breaches 
of technique must either be pre- 
vented or reported to superior au- 
thorities. It may be embarrassing 
to call a physician on some breach 
of technique but the protection of 
the patient demands that it should 
not be allowed to pass unnoticed. 

Rules and regulations are estab- 
lished in a hospital for the protec- 
tion of a patient. They govern the 
actions of the nurse and of all those 
who work in the hospital. It is a 
part of her duty to protect the pa- 
tient, to see that the regulations are 
also observed by her co-workers, 
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no matter how unpopular these reg- 
ulations may be. 

A nurse may sometimes be 
tempted to connive at the breach 
of a regulation by a physician. If 
this conniving results in damage 
to a patient, the nurse may be per- 
sonally liable and the hospital may 
also be liable. Such conniving may 
occur in many ways. Whenever a 
nurse carries out a doctor’s order 
without having it in writing, she is 
creating a potentially troublesome 
situation. If anything goes wrong, 
the physician’s insurance carrier 
may seek to exculpate him by 
throwing the blame first upon the 
nurse, and at second upon the hos- 
pital. Breaches of safety regula- 
tions, such as smoking in a hazard- 
ous area, should not be tolerated 
by the nurse no matter who does it. 
Other examples of common breach- 
es are permitting a hazardous pro- 
cedure to be undertaken without 
the proper documentation such as 
a written history, physical exami- 
nation, laboratory tests and written 
consent of the patient. 

In some instances, nonobservance 
of the regulations may actually be 
violating a law or regulation of a 
government health department. For 
example, municipal ordnances reg- 
ulating visits to the maternity serv- 
ices or requiring isolation measures 
in the newborn nursery must be 
strictly observed. The nurse who 
suffers these regulations to be ig- 
nored may cause a hospital to lose 
its license. 


Loyalty 


A nurse must always be loyal to 
her hospital, to the doctors who 
practice in the hospital, to her col- 
leagues in the nursing profession 
and to all of the other personnel 
who work with her. She must sup- 
port the policies and practices of 
the hospital even though she may 
be out of sympathy with their un- 
derlying philosophy. If she dis- 
agrees with some of the methods in 
the hospital, the least that she can 
do is to maintain an attitude of 
neutral silence. Under no circum- 
stances may she criticise the hos- 
pital administration, the doctors or 
the other employees in front of a 
patient. Nor should she express an 
adverse opinion outside the hos- 
pital. But the nurse does have a 
duty to make known her opinions 
to the administration whenever she 
observes something which she re- 
gards as detrimental to the best 
interests of the patients and of the 
hospital. 
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Loyalty does have some limita- 
tions. It should never lead a nurse 
to condone behavior which is detri- 
mental to good order or patient 
welfare. It is false loyalty, for ex- 
ample, to tolerate a physician who 
swears at the personnel, who be- 
haves in a boorish manner, or treats 
patients while under the influence 
of alcohol. When she is tempted to 
cover up for such behavior the 
nurse should ask herself how she 
would feel if she were the patient. 
Similarly when a nurse sees that a 
physician is neglecting a patient by 


failing to visit him, she should re- 
port the fact to the administration. 


Supervision 


In discharging her duty to protect 
the patient, the nurse is often called 
upon to supervise the work of other 
persons who participate in the care 
of the patient. She should report to 
the administration any personnel 
who are incompetent whether these 
be other nurses, technicians, service 
or administrative people who work 
with her. It is better to make an in- 





‘Class will come to order... 
and so will your kitchen-to- 
patient food service!” 


TRAINING ASSISTANCE for your 
dietary staff in your hospital is just one 
of the many distinct advantages of the 
5.4Plus Meals-on-Wheels System. Ex- 
pert counselors help to train your staff in 
the use of the simple-to-operate Meals- 
on-Wheels Hot ’N Cold delivery units— 
help plan personnel assignments, work 
simplification, kitchen work flow and 
fast, accurate tray assembly with por- 
tion control. 

MR. 5 .4.PLUS SAYS: ‘‘The Meals- 
on-Wheels System means accurate, low- 
cost food service, better care for your 
patients with timetabled, dependable 
feeding schedules throughout your hos- 
pital. It’s my job to help you achieve 
just that.” 

And remember Mr. 5.4-PLUS is as close 
as your nearby Meals-on-Wheels repre- 
sentative. 





0 N ie Meals-on Wheels System 


1. BASIC PLANNING 


2. PROVEN EQUIPMENT 
DESIGN. 


3. TRAINING ASSISTANCE 
4. FOLLOW-UP SERVICE 


5. PRE-PLANNING 
TOMORROW'S NEEDS 


PLUS years of research and 

actual field experience from the 
company which originated and 
perfected this food service. 


y=) System 


Dept. C-3 5001 East 59th St., Kansas City 30, Missouri 


For more information, use postcard on page 119 





correct report on a competent per- 
son than to permit an incompetent 
one to perform a potentially haz- 
ardous service for a patient. 

The nurse must also supervise the 
use of the hospital equipment and 
supplies. She has a duty to utilize 
these economically and to avoid 
waste or utilization that may result 
in increased expenses which must 
be borne ultimately by the patient. 
Defects in accommodation, equip- 
ment, materials, and supplies used 
in the care of patients should also 
be reported at once. 

The nurse must also participate 
in the training of other personnel 
who assist her in caring for the pa- 
tient. Inservice training programs 
must be undertaken conscientiously 
so that a high level of competence 
can be attained by other members 
of the nursing team. As members 
of a profession nurses undertake 
some responsibility for training 
their junior members. 


Public Relations 


The nurse has a duty to maintain 
a cheerful comfortable atmosphere 
wherever she goes. Patients, vis- 
itors, employees and fellow workers 
should always be treated with kind- 
ness and consideration. The policies 
and practices of the hospital should 
be explained intelligently to every- 
one. On occasion the nurse may 
have to defend a hospital policy 
even though she may not be entire- 
ly in sympathy with it. This should 
be done with good grace. 

In her off-duty hours, the nurse 
must always bear in mind that she 
carries the honor of her profession 
and the dignity of the institution 
that she represents. Her conduct off 
duty must be above reproach. As 
a professional person neither she 
nor the hospital can afford even the 
suggestion of scandal. She must so 
manage her life that no discredit 
can be reflected upon her hospital 
or her colleagues. 

The hospital nurse is one of the 
most important professionals on 
the health team. She is an individ- 
ual in her professional relations 
with her patient. But she is at all 
times a member of the hospital staff 
whose actions may make or break 
the quality of the service given by 
the institution. Upon her may well 
rest the good name of the hospital 
that she serves. 5 





“Work smarter, not harder.”—Mot- 
to of cashier's department of 
Western Pennsylvania Hospital, 
Pittsburgh. 


Books 





The Administrative Process 


By Dean Robert H. Roy, Johns Hopkins 
Press, Homewood, Baltimore 18, Md. pp. 
272. $5.00. 


® THIS BOOK PRESENTS a series of 
essays on the philosophy of busi- 
ness administration with a few un- 
usual approaches to the science of 
management. Much of the content 
is material which has been said be- 
fore but is sufficiently well written 
to merit careful consideration by 
the hospital administrator. 

The author is an engineer and 
some of the chapters are unin- 
telligible, as if human behavior 
could be reduced to numbers or 
to mathematical equations. 

The intelligible portions are easy 
to read and thought-provoking. His 
treatment of such subjects as dele- 
gation of authority, communication 
and morale are outstanding. Every 
administrator should have _ this 
book as a part of his basic library. 

C.U.L. = 


Hotel Textile Purchasing Guide 


Prepared by L. A. Bradley, The American 
Hotel Association, 221 West 57th Street, 
New York, 1957, pp. 117. $7.50. 


® THIS USEFUL PUBLICATION was first 
issued two years ago and uses the 
newly developed American Stand- 
ard L24 Minimum Performance Re- 
quirements for institutional textiles. 
The guide was prepared for the 
American Hotel Association by L. 
A. Bradley, laundry and _ textile 
consultant for the American Hotel 
Association and covers sheets, pil- 
low cases, bath mats, towels, bed 
spreads and, in short, all manner of 
textiles used in institutions. 

As an aid to the purchasing agent, 
the American Hotel Association 
recommends that the following 
wording appear on all purchase or- 
ders for textile materials: 

“The draperies (for example) 

listed on this purchase order shall 

meet or exceed the American 

Standard L 24.1.5” 

In addition there are many useful 
tips on cleaning, removal of stains 
and other pertinent observations 
concerning textiles. Every purchas- 
ing agent or hospital executive who 
does purchasing should have a copy 
of this guide at hand. It is highly 
recommended. C.U.L. 8 


New England Hospitals 


By Leonard K. Eaton. Ann Arbor University 
of Michigan Press, 1957. pp. 282. $6.00. 


# This is a_ scholarly, well-an- 
notated book based upon the vast 
amount of original research involv- 
ing histories, newspaper accounts, 
early documents and books on a 
few New England hospitals. Ac- 
tually, the title of the book is a 
misnomer. 

It is not a comprehensive descrip- 
tion of the New England hospital 
system but confines itself to the 
Massachusetts General Hospital and 
the Hartford Retreat with a few 
references made to other hospitals 
in other parts of the country in 
passing. 

The book attempts to show the 
impact of hospitals on early Amer- 
ican society in New England and 
records evidence to prove it. But 
treatment of the subject is dis- 
connected and there is no thread 
running through the book. It is 
very heavy reading and should be 
attempted only by students or re- 
search workers who want to delve 
deeply into the history of hospitals. 

As a contribution to hospital his- 
tory, it does fulfill a need in this 
general area. The book contains 
too mn. :ch detail on too few institu- 
tions a:.d neglects almost entirely 
the growth of other institutions in 
New England and the East Coast of 
the United States. Recommended 
only for reference libraries. C.U.L. 

= 


The Office Assistant in Medical 
and Dental Practice 


By Portia M. Frederick and Carol Towner, 
Philadelphia — W. B. Saunders Company, 
1956, 351 pgs. cloth — $4.75. 


= Hospital personnel may find this 
book very useful for training of 
medical secretaries and people who 
work in clinics and out-patient de- 
partments. Particularly good is the 
description of the numerous and 
various duties falling to the lot of 
the office assistant ranging from 
medical ethics and the care of in- 
struments to the care, preparation 
and administration of drugs. Useful 
for hospitals with in-service train- 
ing programs. 


C.U.L. 8 
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NEW disposable 


LACTA PADS 


cut cost of postnatal breast care . 








e encourage self care 

e reduce demands on nursing staff 

e save on laundry — In boxes of one dozen, 
24 boxes to the case, 


e eliminate need for costly hospital improvised pads odes 
e promote better breast hygiene ; 


FROM ADMISSION TO DISCHARGE-PpRODUCTS BY SEARALESSS Facititate Hospital CARE 


HOSPITAL DIVISION 


chacta’ isthe trademark of the THE SEAMLESS rRuBBER COMPANY 


Seamless Rubber Company 
NEW HAVEN 3, CONN., U.S.A- 
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Note Fibergias backing 


resists closing squeeze 


NEW WAY TO 


Prevent Faucet Leaks! 


* 9 out of 10 washers are fastened with 
screws that are TOO LONG or SHORT. 
The screws quickly loosen; the loosened 
washers are destroyed thru grind and 
squeeze of opening and closing faucets. 


34 years of research uncovers 
new 


* Now, NEW (Patented) ‘Sexauer’ SELF- 
LOCK Monel screws, with an imbedded 
expanding NYLON PLUG, lock at the re- 
quired depth AUTOMATICALLY, hold 
washers FIRMLY! Made of rustproof, non- 
corroding Monel, heads don't twist off, 
screw slots don’t distort. They are easily 

_ removed when necessary, can be re-used 
repeatedly. 


* Used with NEW ‘Sexauer’ EASY-TITE 
faucet washers, they make a combination 
that outlasts past faucet repairs “6-to-1"! 
EASY-TITES are made of super-teugh, pli- 
able du Pont compound (neither rubber 
nor fibre) and reinforced, like a tire, with 
a vulcanized layer of Fiberglas. They re- 
sist distortion and splitting from shut- 
off grind and squeeze. 


Hidden costs of faucet leaks! 


Faucet leaks are costly! As authenticated 
by Hackensack, N. J. Water Co. and 
American Gas Association, stopping just 
ONE PIN-HOLE SIZE (1/32”) LEAK can 
reduce water waste 8,000 gal. quarterly. 
If a HOT WATER FAUCET LEAK, water 
and fuel savings JUMP to over $7.58 
QUARTERLY-—plus additional savings on 
MATERIALS, LABOR and costly FIXTURE 
REPLACEMENTS! VE ° 

NEW SELF-LOCK screws‘##nd EASY- 
TITE faucet washers are just TWO of the 
“SEXAUER” line of over 3000 TRIPLE- 
WEAR plumbing repair parts and Pat'd. 
precision tools. : 

A “SEXAUER” Technician in your vi- 
cinity will make our NEW 126 page 
Catalog “H” available. He will gladly 
consult with you regarding a SURVEY 
of your plumbing fixtures to determine 
correct repair parts required and estab- 
lish reasonable stock levels that avoid 
both overstocking and shortages —thus 
providing for efficient stock arrangement 
and control—all without obligation. 
WRITE TODAY! 


J. A. Sexauer Mfg. Co., Inc., Dept AF 78 
2503-05 Third Ave., New York 51, N. Y. 


Gentlemen: Please send me a copy 
of your NEW, 126 page catalog “H.” 


My Name Title 
Company or Institution 

City 
Zone State 
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NEWS and VIEWS from the American College of 
Hospital Administrators 


The Columbia-Presby- 

terian Medical Center is 

the site of the Eighth 

New Yerk Institute be- 
ing presented June 23-27 by the 
College in cooperation with the 
Greater New York Hospital Associ- 
ation and the Hospital Associaticn 
of New York State. 

An exceptionally qualified “fac- 
ulty” will participate in the program 
to examine pertinent aspects of the 
administrator’s responsibility in 
such diverse areas as medical staff 
organization, accreditation, account- 
ing, long-range planning for the 
physical plant, management and hu- 
man relations. 

Among the distinguished leaders 
from the hospital and education 
fields who will appear—and also be 
available for personal consultation— 
are Basil MacLean, M.D., George 
Bugbee, Charles Roswell, Anthony, 
J. J. Rourke, M.D., Peter Terenzio, 
John B. Neilson, M.D., G. Harvey 
Agnew, M.D., John Roher, Ray- 
mond Sloan, Richard Vanderwark- 
er, to name a few. 

On the West Coast the same week, 
the College, in cooperation with the 
California Hospital Association and 
the Association of Western Hos- 
pitals, is presenting the Eighth 
Western Institute at Stanford Uni- 
versity in Palo Alto, California. 

Like its counterpart in the East, 
the Eighth Western Institute will be 
directed by outstanding personages 
from the hospital and health fields, 
including such lecturers as E. 
Dwight Barnett, M.D., Alfred E. 
Maffly, A. A. Aita, George U. Wood, 
Keith O. Taylor, Harold Hixon, Lu- 
cius Johnson, M.D., James Ludlam, 
Dwight Murray, M.D., Richard 
Highsmith, Louis Davis and Carlos 
Efferson. 

Tuition for both Institutes is $35 
and registration may be made 
through the American College of 
Hospital Administrators. 


For more information, use postcard on page 119 


“The Preceptor As A 

Teacher” is the theme of 

the next Preceptor Con- 

ference being presented 
by the College June 23-24, in con- 
junction with the Eighth Western 
Institute. 

The program will feature an edu- 
cator as well as preceptors and 
course directors, all of whom will be 
available during the two-day con- 
ference for informal, small-group 
discussions and for personal con- 
sultations. 

The Preceptor Conferences are 
presented without fee by the Col- 
lege for administrators currently 
directing residency programs, ad- 
ministrators who formerly were 
preceptors and administrators who 
are planning to introduce residency 
programs. 


The first Index contain- 

ing data on the editorial 

content of the 1956-1957 

issues of Hospital Ad- 
ministration, the quarterly journal 
of the College has been mailed to 
members and subscribers. 

A limited number of additional 
copies of the Index is available 
upon request to non-subscribers to 
the journal. 


SEER An increase in the grant 
OW, for post graduate train- 
NZ ing by the Mead-John- 
eS son Company of Evans- 
ville, Indiana, one of the sponsors of 
the College’s special scholarship 
loan program, was reported at a re- 
cent meeting of the Educational 
Policies Committee. 

Financial grants for extended ed- 
ucational training are available to 
members and non-members of the 
College, to encourage continued ed- 
ucation in hospital administration 
beyond the present two-year gradu- 
ate program. For more information 
about these awards, write to the 
College. 2 
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Central Service 





by Mary Helen Anderson, R.N. 


Central Service Personnel Organize 


™ AFTER THE CLOSING SESSION of the 
Central Service Section of the Tri- 
State Hospital Assembly on April 
30, some 50 people met in Dining 
Room 14 of Chicago's Palmer 
House. In a remarkably short time 
the room became a Banquet Hall, 
complete with speakers’ table. 
Seated there were three gentlemen, 
one of which was presently intro- 
duced by the M. C. as Mr. Fred J. 
O’Connor, attorney. Mr. O’Connor 
read from a legal-looking script: 


“On April 1, 1958, there came into 
being a not-for-profit corporation 
called the National Association of 
Central Service Personnel. The 
State of Illinois granted this organ- 
ization a charter and the first meet- 
ing of the board of directors was 


held at 111 W. Washington Blvd., 
Chicago, Illinvis. The officers elected 
at that meeting were: 
President, Mary Helen Anderson 
1st Vice President, Eva Bucking- 
ham 
2nd Vice President, Esther Abbott 
Secretary, Wilma Leppert 
Treasurer, John J. French, Jr.” 


Mr. O’Connor then congratulated 
the new organization on its “birth,” 
and the group immediately con- 
ferred a doctor’s degree upon the 
speaker! He explained that the 
members of the organizing group 
were just the nucleus of the new as- 
sociation, and that their election at 
this point by no means indicated 
that they would be “running things” 
for all time. There is a great deal to 





Report of CS. at Tri-State 


1958 


® THE CENTRAL SERVICE SECTION of 
the Tri-State Hospital Assembly 
was attended by more than 150 per- 
sons at each of its two sessions. 

On Tuesday, April 29, Leland J. 
Mamer, Director of Buildings, St. 
Luke’s Hospital, New York City, 
presented an informative paper on 
ultrasonics as applied to the hospi- 
tal. Excerpts from this talk will be 
included in the Central Service sec- 
tion of a future issue of HOSPITAL 
MANAGEMENT. The second speaker 
was Louis M. Frazier, Jr., methods 
analyst at Hines V. A. Hospital, 
Mllinois. The text of his talk may be 
found in the June issue of H.M. 
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On Wednesday, April 30, the 
speakers were Miss Helen Willems 
of the National Safety Council and 
Dr. Charles U. Letourneau, director 
of the program of Hospital Admin- 
istration, Northwestern University 
and editor of HOSPITAL MANAGEMENT 
magazine. There followed an in- 
formal discussion of some eternally 
unsolved Central Service problems 
and a brief look at some of the new 
products available for C.S. use. 
With disposable items on such a 
tremendous increase, it was hoped 
sincerely that the day would never 
come when Central Service itself 
might be considered expendable! 


be done, and every person con- 
cerned with a Central Service de- 
partment in a hospital has a job to 
do. 

After “Doctor” O’Connor’s an- 
nouncement, another doctor spoke 
briefly. Dr. Charles U. Letourneau, 
editor of HOSPITAL MANAGEMENT, 
gave the group a prescription for a 
successful organization: the main 
ingredient, he said, is plain hard 
work. 

The officers were introduced, 
delegates from Niagara Falls and 
Kansas City, Kansas, were recog- 
nized, and the first meeting of the 
N.A.C.S.P. was history. 

According to the charter, the or- 
ganization is pledged 

To provide educational opportu- 
nities for its members; 

to disseminate information con- 
cerning new products, procedures 
and methods; 

to promote fellowship in service. 

Local groups now in existence are 
invited to write for information 
concerning regional membership. 
There are still a few openings on 
the charter list of individual mem- 
bers. ALL PERSONS ACTIVELY 
ENGAGED IN CENTRAL SERV- 
ICE WORK ARE ELIGIBLE. For 
information, write to 

Mary Helen Anderson 
543 Fullerton Parkway 
Chicago 14, Illinois 

Above all, watch these pages for 
news of coming events and interest- 
ing activities of Central Service 
personnel. 





WATCH FOR DETAILS 
OF CONTEST TO FIND 
INSIGNIA FOR NATION- 
AL ASSOCIATION OF 
CENTRAL SERVICE PER- 
SONNEL. 
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Datta 
7 
Chuech OF JESUS CHRIST OF 
SALT LAKE City, 


Sa 
“MAI ~CGL 


LATTER-DAY 
UTAH 


SAINTS 


TO NESSPAPER AND SION NEWS EDITORS: 


Photographs and//films, if desired, of Miss Jean Margetts, celebrated 
survivor of an autqpobile accident, will permited by her parents 
before her dischar ’ from Latter-day Saints Hospital. 








The sangnistiios session will be held on Monday, J w, 1956 
at 10:30 a.m. Pigase have your representative report minutes be- 
fore this hour at//the office of Mr. Clarence E. Wonnacott, administrator. 








wrence Margetts, pererts of Jean, have irposed the 
tions which will be effective Monday morning during 


questions or interviews will be granted with Jean 
of with her parents. 


ess ani television agencies will send photographers 
cameramen, not reporters to the hospital. 


me pose only will be permitted of Jeam — that of the 
jpatient in her bed holding a get-well card in her hands. 





Neither her parent #tér reporters will be permitted to 
pose with Jean. 


stay 
Your splendid cooperation throughout the of Miss 
Latter-day Saints Hospital has been greatly appreciated, 


Sincerely yours, 


teeing 
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THE CHURCH OF JESUS CHRIST OF LATTER DAY 


SALT LAKE CiTy UTAH 


SAINTS 


July 6, 1956 


TO ALL HOSPIT. EMPLOYEES AND HOUSE STAFF: 


I know you are are, along with much of the nation's population, 
that we now hayf as a patient in the hospital a young lady who has 
miraculously @@rvived nine days of outside exposure following an 


automobile ac¢ident. 


uct in this case should be no different than profess- 
ional medica}/ ethics would dictate in any other case, there are some 
cteristics in the current incident which prompts this 
serious notd/of caution. 


The story gf what happened to this young girl belongs exclusively to 

her and he# family. It is their option entirely as to what disposition 
de of it. Our obligations, as those trusted with her care, 
e should not be the slightest repetition of anything we see 
the course of our duty. To prevent any unintentional, but 


L. BRENT GOATES 
Assistant Administrator 


SECOND ware cenryey ov pecoees® 
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/ 


now 1Cined ey ELEVEN AFFILIATED wOSPITALS iN THe MOUNTAIN 


©) 


States 


GOATES 
Continued from page 35 


4. Invitation to news editors. 


5. Memorandum to hospital em- 
ployees. 


Jean Margetts’ case brought to our 
hospital administrative staff was the 
decision as to which hour to con- 
duct the photographing session. By 
this time there was a terrific pub- 
lic clamor for news about Jean. 
Both the local evening and morn- 
ing newspapers had conducted suc- 
cessful public contribution drives in 
her behalf. The pressure for this 
news “break” was tremendous. Only 
the wisdom of Solomon would per- 
mit an administrator to come out 
of this pincer trap unscathed. After 
lengthy deliberation it was de- 
cided to straddle the fence between 
morning and evening press release, 
as best it could be done. This com- 
promise was to permit the photo- 
graphs to be taken at 10:30 am. 
giving the evening newspaper time 
to catch only the city metropolitan 
press run and the morning paper 
first break in the state and out-of- 
state circulation area. It was not 
a popular decision, for both news- 
papers agreed that it gave a slight 
advantage to the evening editions 
in Salt Lake City. 

Each hospital must answer its 
own conscience as to the effort ex- 
pended to place the name of the 
hospital before the public through 
news releases. While it obviously 
is an opportunity to publicize the 
hospital under legitimate circum- 
stances, carrying such measures to 
extreme will only lessen public con- 
fidence in medicine and hospitals 
generally. 

Good press relations cannot be 
“pulled out of the hat” at the time 
the celebrity is admitted as an 
emergency patient. It is too late 
if the press media have not already 
held the hospital’s news source as 
an individual of impeccable fairness 
who is trained to do his job effi- 
ciently. 

If these conditions maintain, the 
skilled public relations officer can 
then make the most of his early 
contacts with the family of the pa- 
tient and the attending physicians 
on the case. Good common sense 
will fairly well assure the success 
of such other undertakings as may 
be peculiar to the case, if the above 
essentials are present. ™ 





In many thousands of cases... 
In more than 3000 hospitals... 





( re i 0 S [ IM cttctive in the control of bleeding 


SALICYLATE 


(brand of carbazochrome salicylate) 


Adrenosem Salicylate is unlike any 
hemostat heretofore available. It has 
been found useful in almost every branch 
of medicine and surgery. Case histories 
have been published on its successful use 
in such procedures and conditions as: 
Tonsillectomy, adenoidectomy and 
nasopharynx surgery 

Prostatic, bladder and transurethral 
surgery 


BRISTOL, TENNESSEE 
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Excessive postpartum bleeding and uter- 
ine bleeding 
Thoracic surgery 
Gastrointestinal bleeding 
Also: Idiopathic purpura 
Retinal hemorrhage 
Familial telangiectasia 
Epistaxis 
Hemoptysis 
Hematuria 


Pulmonary bleeding 
Metrorrhagia and menorrhagia 
Suppliedin ampuls, tablets, and as a syrup. 


Write for comprehensive illustrated brochure describing 
the action and uses of Adrenosem Salicylate. 


*U.S. Pat. 2581850; 
2506294 


THE S. E. MASSENGILL COMPANY 


. KANSAS CITY e 


SAN FRANCISCO 


For more information, use postcard on page 119 71 





Accounting- Records 





History of Writing and Records 


® THE DAWN OF HISTORY began 
with the keeping of records, al- 
though not with records or ac- 
counts as we know them today. 
Historical events were not recorded 
on paper as is done at the present 
time, the paper age as it is called; 
neither was there any semblance 
of film records, as the future of 
record keeping is to be called. In- 
formation concerning the earliest 
periods of time has either been dis- 
covered from the relics or excava- 
tions or deciphered from pic- 
tography. 


Picture Writing of The Primitive 
People 


From antiquity the crude prac- 
tice of medicine and medical 
knowledge were recorded by means 
of carving on walls of caves, on 
palm leaf and on birch bark. Al- 
though those pictures do not corre- 





| Picture Writing of the Stone Age - 








Writing had its birth when, before 
the dawn of civilization, Cro Mag- 
non cave dwellers crudely sketched 
the forms of prehistoric animals on 
the walls of their caves. 
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by Sister Christina, C.S.J., R.T. 


Part I 


spond to modern medical records, 
they leave tracings by which an in- 
sight into some medical procedure 
may be gained. Polychrome murals 
in the caves of the Stone Age have 
been discovered and _ silhouette 
skulls portraying trephining have 
been excavated. 


Early Medicine 


Primitive medicine was associated 
with magic and with religious be- 
lief. It was practiced by medicine 
men who based curative processes 
on a dual system of black and white 
magic. The black was to offset the 
destructive forces of evil and the 
white was to foster healthful and 
benevolent purposes. Later the 
pathological treatments became rit- 


Hieroglyphics of the Egyptians 


i 
} 





This ancient form of inscription 
writing records the intimate 
thoughts, the religious aspirations 
and the military conquests of 
Egypt’s Mighty Kings. 


ualistic ceremonies and were placed 
in the power of the priest physician. 


Hieroglyphics of The Egyptians 


The first records of the Egyptians 
were transmitted to posterity 
through pictography. At a later 
date symbols of ideas were de- 
veloped together with phonetic 
signs. Further developments made 
it possible to represent a separate 
letter and thus the Egyptians 
created an alphabet. This alphabet, 
however, was not used in its strict 
sense as given above, but was in- 
terspersed with pictography and 
phonetic symbols in a form of writ- 
ing known as _ hieroglyphics. The 
hieratic form was a simplification 
of the hieroglyphic adapted to writ- 
ing. Another form, the demotic, was 
still a further simplification of the 
hieratic form. 


Please turn to page III 


The wedge-like inscriptions of the 
Babylonians have their origin in the 
picture writing of the primitive 
Asiatic races—thought to represent 
the oldest form of civilization. 
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The Need Was Great... but the Opposition Was Strong 
and then They Called The American City Bureau 


This was the Problem... Niagara Falls Memo- 
rial Hospital was faced with a shortage of beds, 
obsolete equipment and growing demands on its 
services. 


The Solution ... The Hospital Committee 
called in American City Bureau. The Bureau 
made a study, and developed a program that 
welded divided public opinion into a willing 
fund-raising movement. 


The Result . . . Goal—$1,346,667 
Raised—$1,427,822. Under Bureau direction, 
Niagara Falls Memorial Hospital’s goal was sur- 
passed by $81,215. In addition, the hospital now 
enjoys greater good will than ever before among 
doctors, industry, labor and the community’s 
citizens. 


The Bureau can solve your money-related 
problems. Write for your copy of our latest 
brochure: 


FUND-RAISING IS OUR BUSINESS 


American City Bureau 


(Established 1913) 


3520 Prudential Plaza, Chicago 1, Illinois 
470 Fourth Avenue, New York 16, New York 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 


IULY, 1958 


For more information, use postcard on page 119 





Building Maintenance 





= A South Dakota hospital has 
solved its critical water pressure 
problem at relatively low cost by 
installing a secondary water system 
which requires no storage or pres- 
sure tank. 

The tankless system now in op- 
eration at St. John’s Hospital in 
Huron consists essentially of three 
5 HP booster pumps and a special 
control “package.” The pumps are 
operated in combinations of one, 
two, or three on the line so that 
water flow is automatically matched 
with demand and pressure is main- 
tained within present limits. 

The system is sealed off from the 
wide pressure fluctuations in the 
city main from which water is 
drawn. The problem that existed 
at this hospital before the installa- 
tion of the tankless system last 
year is one that is becoming all too 
common as cities rapidly outgrow 
their water systems. In many build- 
ings, water taps on the upper floors 
are drying up as demands within 
the city and the building itself cut 
away the required pressure. 

Until municipal water pressure 
catches up with demand, individual 
multi-story buildings will have to 
meet the problem of low pressures 
by installing secondary systems 
which provide the required extra 
lift. . 

Three types of secondary systems 
are available: the elevated tank, 
the pressure tank, and the tank- 
less system employing booster 
pumps. Costly space and structural 
requirements, as well as _ higher 
maintenance and replacement ex- 
penses, often rule out the elevated 
and pressure tank systems. 

The increasing popularity of the 
tankless system is explained by its 
low initial cost, greater flexibility 
of operation, and its ability to close- 
ly approach the ideal of constant 
pressure in spite of demand 
changes. Motor and pump wear is 
minimized by automatically shift- 
ing the load among the units, and 
by running the motors only as they 
are needed. 

At St. John’s Hospital, a five- 


Mr. Brierly is chief engineer, Automatic 
Control Company, St. Paul, Minnesota. 
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Increased Water Pressure 


by Gordon Brierly 


story building with a sub-basement, 
the water pressure problem was 
severest on the top three floors. 
Since the pressure in the city main 
fluctuates from 85 to 30 pounds, 
these upper floors were frequently 
deprived of their normal water 
service. No provision for this con- 
tingency had been made when the 
building was designed and built 
about ten years ago. 

The situation was particularly 
disadvantageous, or even danger- 
ous, when doctors and _ nurses 
scrubbing up before surgery found 
themselves without water, or with 
only a trickle from the taps. 

Variations in pressure also cause 
sudden changes in the temperature 
of the water coming out of mixing 
valves. Malfunctioning of sanitary 
plumbing is another problem that 


Regardless of the floor levei or fall 

off of pressure, there is always ample 

water for washing and other opera- 
tions. 


must be contended with when 
there are low or variable pressures. 

In tackling the problem at St. 
John’s, the engineers first installed 
a pressure-reducing valve which 
stabilized the suction from the city 
main at 20 pounds. By thus sealing 
off the secondary system from wide 
pressure fluctuations, the booster 
pumps could operate at maximum 
efficiency. 

In actual operation, a lead pump 
is always running to meet the mini- 
mum demands of the system. As 
demand increases, the second and 
third pumps are _ automatically 
turned on. As the load decreases, 
the pumps are taken off the line. 
Selection of the proper size pumps 
is of great importance. 

The entire system is automati- 
cally operated and controlled by a 
single-panel control package. The 
controls also monitor the system’s 
operations and provide indication 
and alarm signals which tell what 
is happening to each unit at all 
times. Initial adjustment of the 
system is easily made in the field 
after the installation is completed. 

Experience has shown that pres- 
sure and elevated tanks require 
cleaning twice a year, and need re- 
placement in from ten to 20 years. 

The booster system at St. John’s 
is now reported to be operating 
satisfactorily. The only complaint 
has been that of noise, which leads 
to a valuable tip for others who 
may need to install booster pumps 
near living or working quarters: 
have all the piping supported from 
the floor and isolated by pads. Also, 
the walls of the pump room should 
be acoustically treated to dampen 
high frequency noises... 8 
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» NEW SELF-CLOSING AQQeledd_ LAUNDRY BAG 


Prevents accidental spilling; reduces cross- 
infection; safe to use in mental wards, too 


Now! An entirely new hamper bag, 
designed for fast, really safe laundry 
handling. Hartford Self-closing Rope- 
less Bags seal in all soiled linen — 
without ropes, tapes, or ties. They’re 
safe to use in mental wards, too. With 
no ropes, there’s no risk to patients 
—no chance for casualties or accidents 
of any kind. 


The secret lies in the bag’s self-enve- 
loping, flap-top design. When the bag 
is full, the attendant simply pulls the 
flap over the top; turns the bag up- 
side down. The weight of its contents 
forces the flap tightly closed. Built-in 
pocket-type grips on the bottom make 
it easy to handle. Ideal for chutes. 


Hartford Self-closing Ropeless Bags 
come in a wide range of color cod- 
ings, fabrics, and in standard or spe- 
cial hamper sizes. For details, ask 
your dealer or write: 


Turned upside down, contents Ropeless, grommetless design 
force flap tightly closed. Built-in simplifies handling problems 
pocket-type handles provide from sick room to sorter’s table 
strong hold for lifting the bag. — assures fast, uniform drying. 


Ask your dealer about our FREE HAMPER STAND OFFER ! 


6 wet we os C2 at be ed as Om Or od oe Bote Beas 


22 Thomas Street @ East Hartford, Connecticut 


'ULY, 1958 


For more information, use postcard on page 119 





Housekeeping 





Housekeeping Is Big Business 


= How many times have we heard 
the expression “Isn’t that Mrs. Jones 
a wonderful housekeeper? Her 
house always looks so nice and 
clean.” Could it be that Mrs. Jones 
was expecting visitors that day and 
cleaned everything up, or is she just 
a good housekeeper? 

What about the hospital house- 
keeper? Visitors are expected every 
day and the housekeeping must al- 
ways be in order. The hospital 
housekeeper: 

1. Must be a thoroughly trained 
person in all phases of housekeep- 
ing. 

2. Must be accepted by all other 
department heads. : 

3. Must have a keen mind, and a 
pleasant personality. 

4. Must understand human na- 
ture. 

5. Must have a firm hand and 
strong will power. 

6. Must be creative. 

Let us examine these points one 
at a time. 


1. The day has gone when all we 
had to do was to watch a man mop 
a floor. I like the expression that the 
help knows how but the house- 
keeper knows why. We are con- 
ducting a big business and we must 
have the knowledge of how to run 
it. We must set up rules and laws 
with our personnel and see that 
they are carried out to the letter. 
We must know how to deal with 
hard floors, soft floors, vacuum 


Mr. Frey is president, Massachusetts Hospi- 
tal Housekeepers Association. 
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by Lewis Frey 


cleaners, buffing machines, dry 
mops and wet mops, how to take 
out stains, clean enamel, stainless 
steel, walls, window shades and 
rooms; how to buy at the right 
price, use soap or. neutral cleaner, 
kill pests and structural insects. We 
should understand sanitation, fire 
prevention, safety, textiles and fab- 
rics; how to make a bed, a linen 
bundle, or a discharge bundle; how 
to set up a sewing room, take care 
of torn linen and run the laundry. 
In addition we should learn about 
furnishings, decorations, window 
cleaning, hospital law, schedules, 
budgets, yearly reports, training 
programs, color therapy, fracture 
boards, Balkan frames, Thomas 
splints, first aid, oxygen tents, and 
paper work. 


2. Is it not a fact that the grass 
always looks greener on the other 
fellow’s lawn. The hospital director 
should see to it that his housekeeper 
is accepted by all other department 
heads, so that we may all work for 
the benefit of the patient. The 
housekeeper should have frequent 
inspections with the hospital direc- 
tor and the heads of the school of 
nursing and the maintenance de- 
partment. It is so very easy to pass 
the buck and let “George” do it. 
The School of Nursing and house- 
keeping departments should work 
hand in hand as they are in close 
contact with the patient. The house- 
keeper should sit in at meetings 
with the School of Nursing and dis- 
cuss mutual problems. 


3. Housekeepers should at all 
times have an open mind. They 
should take pride in their work but 
should also be able to accept criti- 
cism and do something about it. 
Personality plays a very important 
part as in any other work. 


4. Human nature is a_ strange 
thing. The housekeeper should 
know all about the personnel in the 
department. They should feel free 
to talk about their personal prob- 
lems and feel that they belong to 
the family. An employee will do 
better work if he or she is in a 
happy frame of mind. 


5. In giving orders the house- 
keeper must stick to them and see 
that they are carried out. The em- 
ployee must know that when an 
order is given it is to be done. This 
must be done in a diplomatic way so 
as not to offend. 


6. The housekeeper must be able 
to look ahead and keep up with the 
times. The day has gone when all 
we had to do was to show a man 
how to use a mop. 

We realize that no two hospitals 
are alike and that you cannot do 
the same thing in all areas, but we 
feel that housekeeping today is big 
business. With that thought in mind 
we have set up a board to interview 
all potential housekeepers to make 
sure that they have the necessary 
qualifications, before entering our 
association. 

Do not underestimate the house- 
keepers; they may surprise you. & 
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HASENBURG 
Continued from page 7 


department during normal activity 
of the hospital so that they would 
learn to be adept and quick in their 
duties. 

Not all the women who have 
signed to help in the disaster pro- 
gram were asked to report that 
evening. There are others who have 
registered to work in the kitchen, 
in the laundry, as receptionists and 
2s clerks who will notify the fam- 
fies of the patients and guide them 
»hen they come to the hospital. 

hey did not take part in this initial 

‘actice. 

Finally, in the emergency center, 

ie last of the patients was being 
+ eated and the lone “casualty” had 
}.cen assigned to the morgue. In the 
_afeteria Sister was preparing coffee 
ad refreshments for the patients 
;ad workers. Over their cokes and 
.offee the women discussed their 

xperiences and newly acquired 
«ills. Everyone agreed that the 
‘dry run” had been most worth- 
vhile and educational. They were 
willing and eager to participate in 
he required two rehearsals each 
vear. 

The president of the auxiliary an- 
nounced that others who wished to 
sign up for disaster work would be 
welcome and could contact her for 
an assignment. All agreed that they 
were earnestly hoping real disaster 
would not come to Kenosha but, 
“just in case”, it is reassuring to 
know that a large group of women, 
including the senior girl scouts, the 
Service Aid Corp, and the St. 
Catherine’s Hospital staff and aux- 
iliary are prepared and willing to 
serve. si 





HUFFMAN 
Continued from page 54 


medical record librarian unless 

there is a medical library with 

a full-time librarian in which 

instance one copy may remain 

there. 

With this procedure every de- 
partment head is not only assured 
of seeing the recommendations per- 
taining to their own department but 
also knows where the copy may be 
found later, if needed. 

Bulletin No. 10 is based on the 
medical record and the medical rec- 
erd department entirely and will be 
of special help to the medical record 
librarian. ® 
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THEOBALD 
Continued from page 55 


greater proportion of loss than the 
policy limit of liability bears to the 
total limits of liability of all valid 
and collectible insurance against 
such loss. 

The use of a deductible, if avail- 
able, will usually effect a consid- 
erable savings in premium. 

This insurance may be written 
as a separate policy or by endorse- 
ment to a Comprehensive General 
Liability Policy. In either case it is 
recommended that all liability cov- 


erages be placed with the same 
company if possible, to avoid pos- 
sible complications in the event of 
a claim that might arise and effect 
both policies, if purchased sep- 
arately. al 





A woman telephoned her bank 
to arrange for the disposal of a 
$1,000 bond. 

“Is the bond for redemption or 
conversion?” she was asked. 

There was a long pause. Then 
the woman demanded “Am I talk- 
ing to the First National Bank or 
the First Baptist Church?” 
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“It's all right, they're just discussing 
whether you should have one or two 
lumps in your Continental Coffee!” 
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Write for free trial package 


Coteau lafbe 


AMERICA'S LEADING COFFEE 


for Restaurants, Hotels and Institutions 


CHICAGO+ BROOKLYN +e TOLEDO+SEATTLE 


For more information, use postcard on page 119 





Crystal Clear 
SEXTON GELATINE 
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Sealed in flavor... 
holds up longer at room temperature 


Your molded salads and desserts will retain 
their refrigerator shape longer at room tem- 
perature—because of the special blending of 
Sexton Gelatine. 


EXTON GELATINE desserts and salads look 
S appetizing, taste delicious and give you a 
remarkable low cost per serving. 

You can do so much more with Sexton Gelatine 


—from a simple square of plain gelatine toa = Your Sexton representative will be glad to 


fancy molded salad or dessert. The cost—just 
pennies per serving. 

Sexton adds the magic of sealed in flavor to 
the ease and economy of gelatine servings. 


demonstrate the remarkable variety, quality 
and economy of Sexton Gelatine. See him soon 
or write: John Sexton & Co., P. O. Box J.S., 
Chicago 90, Illinois. 


Sexton Gelatine is 
packed in vacuum 


DIAMOND ANNIVERSARY 1883°1958 


Sexton2<4 


For more information, use postcard on page 119 


tins, in either 
No. 10 or No. 24% 
sizes, assuring 


longer shelf life. 
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A Dietary Baedeker 
A Brief Excursion Into The Mythology of Hot Food 


® THERE IS PROBABLY no facet of 
hospital operation more rife with 
legend, folklore and myth than the 
subject of hot food service to pa- 
tients. Also, for the administrator, 
there is probably no more discon- 
certing problem than that of “cold 
food.” Our second expedition into 
the kitchen, then, explores this ter- 
ritory, not only because it demon- 
strates the logical frailty of the hu- 
man organism, but because it points 
up another dissimilarity between 
hospitals and businesses. 
Administrators and _ dietitians, 
when discussing the subject, have 
frequently been heard to remark, 
“We have some complaints about 
cold food, but... 
alibi 1. . . . our layout is terrible, 
or 
alibi 2... 
vator, or 
alibi 3. . . . we don’t have enough 
heated carts, or 
alibi 4. . . . the dumbwaiter is al- 
ways breaking down, or 
alibi 5. . . . the hospital is spread 
all over the place, or 
alibi 6... . the percentage of neg- 
ative responses on our biannual 
patient questionnaire has shown 
a consistent, though slightly 
irregular, improvement; how- 
ever, recent changes in occu- 
pancy pattern force us to con- 
clude that the constantly di- 
minishing length of stay pro- 
duces a disproportion between 
the variable factors at play and 
the number of literate replies, 
in terms of accepted standards, 
or 
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. we need another ele- 


one always does.” 


JULY, 1958 


by Leo Dardarian 


No one has ever been heard to 
admit that the reason why the food 
is cold is because it is cold when it 
leaves the kitchen, but in over 20 
hospitals surveyed, the greatest sin- 
gle cause of cold food is that it is 
cold when it is put on the plate. 

The primary reason for cold food 
is poor management—whether it be 
dietition, chef, cook or administra- 
tor. Asking the patients or doctors 
or nurses if the food is served hot 
or cold is somewhat ridiculous 
when a far more accurate measure 
of food temperatures, in the guise 
of a thermometer, is universally 
available. Certainly it is far easier 
to wish that one had new heated 
carts or dumbwaiters or elevators 
or trayveyors or a redesigned hos- 
pital, but most of us don’t have 
these things and thinking about 
them, or excusing ourselves because 











See 








Aibe- Boynansty— 
Guess | had better take you off the carrot 
juice diet. 





of them, can be classified as wish- 
ful thinking or alibi-iking. 

All you have to do to find out is 
to take the temperature of the food 
in the kitchen (or just touch it) and 
then figure that it is going to be a 
lot colder when it reaches the pa- 
tient, no matter what system or lay- 
out you have. Look at the dull col- 
ored lamb chop with the fat grow- 
ing white, or the hamburg patty 
that doesn’t glisten, or the piece of 
chicken with its wrinkled, soggy 
skin and you'll know more about 
whether you have a problem or not. 

It seems remarkable the lengths 
to which hospital people will go to 
find out whether the food is hot or 
not. They feel the plate covers, they 
touch the plates before the food is 
put on, they put their hand on the 
heated cart, they ask their friends, 
they prepare elaborate patient 
questionnaires, they check the 
drafts in the kitchen. They do ev- 
erything except feel the food itself, 
or better yet, take its temperature. 

And if the food is found to be 
cold, what then? They insulate the 
dumbwaiter, they turn off the 
kitchen ventilation, they buy con- 
veyors, elevators, hire more people 
to pass out trays, ad infinitum. They 
do everything but tell the cook to 
broil the lamb chops to order, bake 
the potatoes in small batches and 
turn the steam on in the steam ta- 
ble, or tell the dish-up people not 
to pour the soup and coffee in ad- 
vance, or dish the vegetables up 
ahead of time. 


An obstetrician friend delighted 


Please turn to page 96 








Monthly Menus 


Tuesday 


Wednesday 





Thursday 





Breakfast 


Dinner 


Supper 


] 


Cinnamon applesauce 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Stuffed beef heart 

Creamed cubed potatoes 

Tiny whole beets 

Stuffed fruit salad 

Rhubarb betty - nutmeg sauce 


Cream of spinach soup 
Jelly omelet 

Vegetables en cusserole 
Red cabbage slaw 
Peach slices 


Tomato juice 

Hot or ready to eat cerea! 
Bacon curls 

Pecan rolls 


Roast leg of lamb 
Buttered potato balls 
“Minted carrots 
Mexican salad 
Banana orange cup 


Bouillon 

Spaghetti with tomato meat sauce 
Buttered peas 

Tossed salad greens - oi! dressing 
Melon ball dessert 


3 


Grapefruit sections 

Hot or ready to eat cereal 
Scrambled eggs 

Toast 


Swiss steak 

Whipped potatoes 

Yellow squash 

Escarole - Russian dressing 
Lime sherbet 


Alphabet soup 

Creamed ham and mushrooms in 
noodle nest 

Green bean and celery salad 

Fruit cocktail 





Breakfast 


Dinner 


Supper 


Orange juice 

Hot or ready to eat cereal 
Omelet 

Toast 


Minute steak 
Parsley potatoes 
Grilled tomato slices 
Carrot raisin salad 
Cornflake pudding 


Cream of celery soup 
Corned beef pattie 

Julienne green beans 
Chinese cabbage with 
Royal Anne cherries 


= 
oO 


Berries in cream 

Hot or ready to eat cerea! 
Crisp bacon 

Muffins - jelly 


Oven baked chicken 
Marshmallow sweet potatoes 
Wax beans with bacon 
Olives - radish roses 
Pistachio ice cream 


Vegetable soup 

Creamed dried beef on cornbread 
Chef's salad bow! 

Pineapple cup 


10 


Honeydew melon 

Hot or ready to eat cereal 
Oven French toast 

Syrup 


Prime ribs of beef 
Browned potatoes 
Swiss chard with lemon 
Fruit salad 

Cottage pudding 


Okra soup 

Hot chicken sandwich 
Buttered noodles 
Pickle relish salad 
Purple plums 





Breakfast 


Dinner 


Supper 


15 


Aoricot nectar 

Hot or ready to eat cereal 
Shirred egg 

Toast 


Roast loin of pork 

Mashed potatoes 

Stewed tomatoes and okra 
Apricot cream cheese salad 
Apple date cobbler 


Pepper pot soup 

Eggs a la goldenrod on rusk 
Asparagus pimiento salad 
Purple piums 


Orange tidbits 

Hot or ready to eat cereal 
3 minute egg 

Raisin toast 


Broiled yearling liver 
Creamed cubed potatoes 
French green beans 
Vegetable jackstraws 
Raspberry sherbet 


Barley soup 

Canadian bacon 

Escalloped corn 

Escarole with French dressing 
Banana ice box pudding 


17 


Cantaloupe 

Hot or ready to eat cereal 
Crisp bacon 

Cinnamon bun 


Barbecued short ribs 
Hash brown potatoes 
Buttered peas 

Orange endive salad 
Peanut brittle tapioca 


Cream of tomato soup 

Spinach ring with diced ham 
and carrots 

Apricot cottage cheese salad 

Iced graham crackers 





Breakfast 


Dinner 


Supper 


22 


Bananas in cream 
Hot or ready to eat cereal 


* Shirred egg 


Toast 
e 


Potato ribble soup 

Ham omelet 

Broccoli 

Poppyseed rolls 

Shredded carrot raisin salad 
Pineapple gems 


Savory steak 

Baked potato 
Glazed parsnips 
Tossed salad greens 
Cherry cobbler 


Fresh grapes 

Hot or ready to eat cerea! 
Crisp bacon 

Quick coffee cake 


Veal birds 

Mashed potatoes 

Frozen mixed vegetables 
Fresh peach bon bon salad 
Marguerites 


Chicken bouillon 
Beef macaroni tomato casserole 
Perfection salad 
Frosted fruit cup 


24 


Purple plums 

Hot or ready to eat cereal 
Oven French toast 

Honey 


Pot roast of beef 

Browned potatoes 

Diced carrots 

Cabbage apple salad 
Chocolate marshmallow roll 


Vegetable beef soup 
Toasted cheese sandwich 
Potato sticks 

Citrus fruit salad 
Cornflake macaroons 
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Breakfast 


Dinner 


Supper 


29 


Grape juice 

Hot or ready to eat cereal! 
Griddle cakes 

Syrup 


Spiced tongue - apricot sauce 
Watercress potatoes 
Escalloped tomatoes 
Sunburst fruit salad 

Marble cake 


Cream of mushroom soup 
Devilled eggs 

Potato chips 

Under the sea salad 
Sliced peaches 


Canteloupe 
Hot or ready to eat cerea 
Frizzled beef on toast points 


Breaded veal chops 
Escalloped potatoes 

Corn on the cob 

Pineapple cheese salad 

Bing cherry ice cream sundae 


Tomato celery soup 

Fruit platter with cottage cheese 
Stuffed baked potato 

Raisin puff with nutmeg sauce 


3] 


Fresh grapes 

Hot or ready to eat cereal 
Shirred egg 

Toast 


German pot roast 

Paprika browned potatoes 
Swiss chard 

Vegetaole relishes 

Chilled prunes with lemon sauce 


Hearty barley soup 

Open faced bacon cheese tomato 
sandwich 

Lettuce wedge - French dressing 

Rhubarb betty 
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Friday 


Saturday 


Sunday 


...July 1958 


Monday 





Baked rhubarb 5 
Hot or ready to eat cereal 

Poached egg 

Toast 


Pan fried trout 
Escalloped potatoes 
Dutch spinach 
Summer garden salad 
Chocolate pudding 


Cream of tomato soup 

Casserole of tuna and rice with 
cheese sauce 

Holiday salad 


Cantaloupe 6 
Hot or ready to eat cereal 

3 minute egg 

Toast 


Baked ham 

Potato cakes 

Beet greens 

Gelatine vegetable salad 
Apple petty deluxe 


© 
Cream of chicken soup 


Stuffed green peppers 
Sliced tomatoes on endive 


Fresh peaches in cream 
Hot or ready to eat cereal 
Canadian bacon 

Orange coffee cake 


Grilled hamburg pattie 
Baked potatoes 

Buttered broccoli 

Krispy relishes 

Butterscotch ripple ice cream 


Split pea soup 

Assorted meat and cheese plate 
Escalloped potatoes 

Frozen fruit salad 


7 Stewed prunes 
Hot or ready to eat cereal 
Baked egg 
Toast 


Roast shoulder of veal 
Golden brown potatoes 
Escalloped egg plant 
Melon ball salad 
Lemon filled cookies 


e 
Scotch broth 


Macaroni au gratin 
Hearty meat and vegetable salad 





Jelly roll Bianc mange with preserves Oatmeal raisin cookies Pears in lime jello 
] 1 Red plums 12 Grapefruit juice ; 13 Banana 14 Applesauce 
Hot or ready to eat cereal Hot or ready to eat cerea Hot or ready to eat cereal Hot or ready to eat cereal 
3 minute egg Scrambled eggs Link sausage Poached egg 
Cinnamon toast Toast Date muffins Toast 
e e a * 
Broiled smelts - tomato sauce Veal pot pie Cubed steak Lamb chops 


Escalloped potatoes 

Buttered wax beans 

Shredded lettuce - herb dressing 
Peach tapioca 


Golden potato salad 
Salmon croquettes 

Creamed vegetable casserole 
Jeilied cranberry salad 


Whole kernel corn 
Tossed salad greens 
Jellied fruit dessert 


Cream of spinach soup 
Egg salad sandwich on whole 
wheat 


Shoestring potatoes 
Cauliflower with cheese sauce 
Pickle relish salad 

Pineapple ice cream 


Noodle soup 

Stuffed baked tomato 
Date bread sandwich 
Fresh fruit salad 


Cottage potatoes 
Asparagus cuts 
Red cabbage salad 
Fruit au gratin 


Vegetable chowder 
Assorted cheese plate 

Hot potato salad 

Peach fluff - nutmeg sauce 





Nabiscoes Orange, cinnamon pear salad Rainbow gelatine 
Raisin rice pudding 
18 Kadota figs 19 Prune juice 20 Pineapple wedges 21 Tomato juice 
Hot or ready to eat cereal Hot or ready to eat cerea! Hot or ready to eat cereal! Hot or ready to eat cereal 
Scrambled eggs Omelet Bacon 


Toast 


Baked stuffed bass 

Buttered crumb potatoes 
Cubed beets 

Waldorf salad 

Gingerbread with lemon sauce 


Vegetarian vegetable soup 
Shrimp corn custard 
Tossed salad greens 
Watermelon wedge 


Toast 
e 


Grilled lamb pattie on 
pineapple ring 

Parsley buttered potatoes 

Breaded tomatoes 

Cole slaw 

Caramel custard 


Consomme 

Cold lucheon meats 

Creamed new potatoes and peas 
Corn relish 

Fresh fruit cup 


Popovers - jelly 
e 


Broiled chicken 
Whipped potatoes 
Summer squash 
Watermelon pickles 
Vanilla ice cream 


Cream of asparagus soup 

Lamb cubes and potatoes en 
casserole 

Tomato wecge salad 

Burnt sugar cake - maple frosting 


3 minute egg 
Toast sticks 


Hamburg roll-up with gravy 
New potatoes 

Pimiento wax beans 

Carrot raisin salad 

Fresh pear 


Cream of corn soup 

Chicken chop suey with Chinese 
noodles 

Buttered rice 

Molded vegetable salad 

Fluffy lemon bread pudding 





25 


Grapefruit half 26 
Hot or ready to eat cereal 

Baked eggs 

Toast 


Lake trout 

Paprika potatoes 

Fresh spinach mound 
Tomato watercress salad 
Cake top lemon pudding 


Clam chowder 

Individual casserole of codfish and 
creamed e3gs 

Tomato aspic with celery 

Baked apples 


Blended fruit juice 27 
Hot or ready to eat cerea! 

Scrambled eggs 

Raisin toast 


Carolina meat pie 
Asparagus tips 

Wilted lettuce 

Blueberry upside down cake 


Cream of pea soup 
Canadian bacon 

Baked potato 

Banana peanut butter salad 
Peppermint stick tapioca 


Honeydew melon 

Hot or ready to eat cereal! 
Crisp bacon 

Swedish rolls 


Breaded veal chops 

Sweet potatoes, glace 
Buttered peas and mushrooms 
Perfection salad 

Wainut ice cream 


Beef rice soup 

Broiled tomatoes in bacon jackets 
Asparagus spears 

Tossed vegetable salad 

Vanilla custard with berries 


28 Rhubarb sauce 

Hot or ready to eat cereal 
Poached egg 
Toasted English muffin 


Salisbury steak 
Mashed potatoes 
Cauliflower 

Beet relish salad 
Escalloped apples 


Lima bean soup 

Ham turnover with vegetables 
Blushing pear salad 

Assorted grape cup 
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Ice Cream 


Peaches 


Potatoes 


Summer Vegetables 


Watermelons 


Lemons 


Vegetable Fats and Oils 
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In Casablanca, too, they know Pentothal... 


Experience has no able substitute. That is why PENTOTHAL not only 
remains a favorite, but continues to gain in use the world over as an 
agent of choice in intravenous anesthesia. For nearly every known 
surgical procedure there has been a published report involving the 
use of PENTOTHAL. In all, almost 3000 reports substantiate the trust 
placed in PENTOTHAL by clinicians from Casablanca 

to Calcutta. Our literature is available on request. 


PENTOTHAL Sodium 


(Thiopental Sodium for Injection, Abbott) 


Pentothal—the intravenous anesthetic 


used in more than 75 countries of the world 


“Casablanca,” by Franklin 
McMahon. A reprint of this 
painting on heavy stock, 
suitable for framing, may 
be obtained by writing for 
“Casablanca” to: 
Professional Services, 
Abbott Laboratories, 

North Chicago, Illinois. 


For more information, use postcard on page 119 HOSPITAL MANAGEMENT 
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Psychiatric Nursing 


by Florence R. Weiner, R.N. 


THE VERY IDEA of a_ psychiatric 
unit as part of a community gen- 
«val hospital is still considered 
:evolutionary. Since the psychiatric 
field is still evolving, obviously it 
is particularly important for the 
edministrative psychiatric nurse to 
cetermine in advance the kinds of 
patients to be admitted to such a 
unit. 

According to the needs forecast 
by mental health authorities these 
are: 

1. Patients receiving diagnostic 
and therapeutic services for acute 
mental illnesses of short duration 
and with favorable prognoses. 

2. Patients who develop _ psy- 
chotic episodes, severe neurotic be- 
havior, or complicated psychoso- 
matic reactions during their gen- 
eral medical, surgical, or obstetrical 
treatment on other hospital services 
and who can be transferred to the 
psychiatric services. 


Factors in Planning 


Before the administrative nurse 
can participate in equipping and 
supplying the whole unit and de- 
velop a staffing pattern, the fol- 
lowing factors must be estimated: 

1. Physical lay-out (non segre- 
gated or segregated service) total 
size and capacity. 

2. The variety of individual and 
group therapies anticipated for 
psychiatric’ patients. The greater 
the number of courtesy medical 
staff, the greater is this variety. 

3. Mechanical equipment and 
medical supplies available for 
treatments. 


Presented at the Nursing Institute of the 
Association of Western Hospitals. 
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4, Plans for future teaching and 
research activities in nursing and 
other disciplines. 

5. Functions of professional and 
nonprofessional nursing personnel 
according to accepted standards, le- 
gal responsibilities, and expert 
recommendations from published 
reports. 

When one talks about the func- 
tions of professional nursing in a 
specialized field, one is really talk- 
ing about what nurses actually need 
to do and how many are needed 
in a given situation to permit each 
nurse to carry out what he or she 
needs to do. So, first, what is 
psychiatric nursing? 

One frequently hears or reads 
in the literature that “every nurse 
does psychiatric nursing,” “all pa- 
tients have the same needs” and 
similar remarks. To many nurses, 
doctors and to the public this is 
confusing and unnecessarily so. 

This kind of answer has arisen 
because, as one sociologist hu- 
morously put it, someone seems 
to have made the amazing discovery 
that patients are really people! And 
furthermore, patients have feelings 
or emotions which show up in their 
behavior, their speech and _ their 
basic physiology. Well, since nurses 
take care of patients, patients are 
people, people have feelings, and 
feelings are the psyche, ergo, all 
nursing becomes psychiatric nurs- 
ing and all nurses are psychiatric 
nurses. 

This, of course, is erroneous. I 
decry it because though the process 
of psychiatric nursing is admittedly 
difficult to define, it can be done 
without confusing everybody. Con- 
fusion may be humorous at times, 


Florence R. Weiner, R.N. 
Assistant Director of Nursing 
Psychiatric Department 
St. Francis Memorial Hospital 
San Francisco, California 


but it is always misleading. It might 
be dangerous. 


Therapeutic Aspect 


Psychiatric nursing deals with a 
pharmacology of interpersonal re- 
lations in a day-to-day living sit- 
uation. A psychiatric nurse ob- 
serves and detects that behavior 
and reaction of each patient which 
shows their psychic wounds, their 
psychic pain, and their resultant 
mental handicaps such as: difficulty 
in judgment, memory, reason, or an 
impairment of intelligence out of 
keeping with a patient’s native 
ability and his education or social 
background. 

This nursing is very often done 
in some kind of group situation un- 
like the usual practice of doctors, 
psychologists, and social workers. 
This process of observation goes on 
constantly and to it is next added 
for some 24 hours a day the speech 
and behavior of this psychiatric 
nurse—a great part of the hospital- 


Please turn to page 90 
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WA a PURKETT 


Pre-Drying Conditioning 
Tumbler 


Ask any major laundry machinery manufac. 
turer about it or write to 


PURKETT MFG. CO. 


Joplin, Missouri 





HOSPITAL PLAQUES 


and signs for every purpose in 
BRONZE and ALUMINUM 


OF THIS HOSPITAL WAS G Iv N 
IN LOVING ME pte 


THE OPERATING UNI ‘al 
| JOSEPH BROWN WHIT! FAD J ny 


1950 
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SURPRISINGLY LOW COST 
Everlasting beauty. Free design service. 


Hospitals from coast to coast have gotten the 
best for less because of our unsurpassed facili- 
ties and years of nationwide experience. It will 
pay you to look over our new catalog, prepared 
especially for our increasing clientele in the 
hospital field. Why not send for it today...now! 


Room and Door Plaques 
Directional Signs 
Dedicatory Plaques 
Memorial Plaques 
Building Facade Letters 


Plaques to Stimulate 
Fund Raising 


“Bronze Tablet Headquarters” 


UNITED STATES BRONZE 
SIGH CO., INC. 
101 W. 31st St., Dept. HM, N. Y. 1, .N. Y. 
Plant at Woodside, L. 1. 
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Reprints 


The following reprints, in limited quantities, of feature article: 


which have appeared, are available in easy reference form. 


Their cost is nominal. Right reserved to limit quantity while 


supply lasts. 


Please order by number, enclosing exact amount — mone) 


order, check or coin. 


10c Each 


. Hospital Administration 

2. Selecting A Hospital Administrator 

. The Administrator and the Board of 
Trustees 

. The Seven Deadly Sins of Trusteeship 

. Chief of Staff 

. The Growing Influence of Hospital Ac- 
creditation 


. Small Hospital Saga of Integration 

. Staffing at the Administrative Level 

. Opportunities for the Administrators in 
Mental Hospitals 

. The Practice of Medicine in Hospitals 

. G.P. in the Hospital 

. The Role of Chiropody in Hospital Serv- 
ices 

. Hospital Attendant Selection 


. The Art of Persuasion 
. Fund Raising Contracts 
. Life Insurance as Fund Resource 


. Know What Your Funds are Producing 

. Come to the Fair 

. Rehabilitation—A Community Responsi- 
bility 

. Before You Disclose Information in 
Medical Records 

. The Medical Record Librarian 

. Business Machines in the Hospital Ac- 
counting Office 

. Telephone Facsimile 


. The Hidden Tax on Hospital Employees 
. Why Do We Need to Unite? 
. Why Not a Clinico-Pastoral Program? 


- Social Services for Psychiatric Patients 

- Ten Commandments of Good Communi- 
cation 

. Architectural Therapy 

. Floor Cleaning Is More than Sanitation 

- Scheduling for the Housekeeping De- 
partment 

. Boost Patient Morale 

. The Physical Therapist 

. Music Therapy in Rehabilitation 

. Safe Practice in Oxygen Therapy 

. How Much Work Is Done in Your Lab- 
oratory 

. On the Subject of Convalescent Care 

. Nosocomial Infections 

. This Recovery Room Solved Our Prob- 
lems 

. The Problem of Emergency Service 

. Experiences in the Handling of a Dis- 
aster in a Small Hospital 


- Hospital Portable Emergency Kit 


. Cardiac Emergency Kit 
. The Pharmacy Committee Serves 
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The WIFE 
You Save May 
Be Your Own! 


You don‘t clean your floors 
with muscle! Why should 
your wife? Give her a GEN- 
ERAL Twin-12A, the versatile 
home electric FLOOR POL- 
ISHER-CLEANER-SCRUBBER. 
(You'll be able to let it polish 
your car!) It does everything 

— effortlessly, quickly! 
Engineered the same quality 
way as the GENERAL Heavy 
Duty Floor Maintenance Ma- 
chines you use... to keep 
floors and rugs beautiful! 


General 


Twin-12A 


General Floorcraft, Inc. 
421 Hudson St., New York 14 


( _) I'm interested in a Twin-12A. 
NAME 
ADDRESS 
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CONTINENTAL Presents 


"SPARLING” 
for 
“SAFETY” 


BATHTUB SAFETY SEAT and 
SAFETY RAIL Combination Unit 


Seat: Solid Plastic 
Non Slip 
Non Tip 


Sparling Safety Rails 
are available in all 
types and sizes 


Rail: Prevents Accidents 
Chrome Plated 
@ Non Rust 
@ Sanitary 
@ Adj. Brackets 


SPARLING BATHTUB SAFETY SEAT $15.00 
Plus BATHTUB SAFETY RAIL you select 


CONTINENTAL HOSPITAL INDUSTRIES, INC. 


18624 Detroit Ave. Cleveland 7, Ohio 
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The Ethical Pharmaceutical Manufacturer 
And The Hospital Pharmacy 


™ LET ME, first of all, define the 
ethical pharmaceutical manufac- 
turer who is privileged to call upon 
you in your profession as hospital 
pharmacists. An ethical house is 
one which contributes a given per- 
centage of its gross income to pure 
and applied research, which main- 
tains quality control of all its prod- 
ucts and which, in general, con- 
tributes to the health and well be- 
ing of all of us. 

Our relationship to hospital phar- 
macy is one not only of selling our 
products; but, equally important, 
one of services. Service, not only 
to those of you in hospital pharma- 
cy, medicine and administration, 
but service to the individual. All 
of us combine our respective talents 
and ultimately give better service 
to the patient. 


Service? 


You may ask yourself “What is 
this service of which he speaks? 
Why one of the men who calls on 
me always comes on the wrong 
day, at the wrong time, takes up 
my time by going thru his catalogue 
page by page, irritates our doctors 
by button-holing them in the doc- 
tors’ lounge, roams thru the hos- 
pital in places he shouldn’t be; and, 
in general, makes a nuisance of 
himself. This is Service? 

Regrettably, such an individual 
exists. He is as embarrassing to us 
as he is to you. Please do not judge 
all representatives by the actions of 
a few. Sales-life expectancy of such 
an individual is generally quite 
short. Make no mistake about it, 
those of us _ representing ethical 
companies are calling to sell and to 
serve. We expect to be around a 


Mr. Mees is with Ciba Corporation, Sum- 
mit, New Jersey. 


by Jed L. Mees 


long time—ultimately to sell more 
and to serve more. 

The hospital pharmacy market 
has seen a dramatic growth. In 1929 
it was eight millions; 1957, 290 mil- 
lion; and 1967 is estimated to be 
500 million dollars. There is an even 
bigger job ahead. 


Three Aspects 


How can we help the pharmacist, 
the doctor, the nurse, and the pa- 
tient? Let us look at your job as 
hospital pharmacist. In a_ broad 
sense there are three aspects of 
your job. First is the policy of the 
hospital, second the responsibilities 
and duties of your pharmacy, and 
third those tasks which you under- 
take in order to satisfy your own 
personal desires and _ ambitions. 
Now consider the professional 
service representative calling upon 
you. He has exactly the same three 
considerations, his company policy, 
his job requirement, and his desire 
for personal satisfaction and job 
advancement. Now how can we help 
each other? 

We cannot expect things of you 
as a hospital pharmacist which are 
contrary to your hospital policy 
and the same is true of the pro- 
fessional service representative. You 
have certain job requirements and 
so does the representative. This 
leaves us with the personal job 
satisfaction and advancement con- 
sideration. Personalities differ. If 
you will give the representative 
half a chance, he will go out of his 
way to be of additional service to 
you. The reverse may also be true. 
Let us help each other. These are 
generalizations, so let us be more 
specific in this matter of service. 


What information can we bring to 
you as hospital pharmacist? 

New product information is a 
must. As you and your pharmacy 
assume a more important role in 
the hospital and your time becomes 
more valuable, there is a need for 
new product information, intelli- 
gently presented in brief, factual 
form. New indications, new forms, 
new dosage, new packaging, and 
price changes of older products 
must be promptly disseminated. 

Many of you maintain formu- 
laries. Currently our hospital cata- 
log indicates such drugs of our 
manufacture that are USP, NF and 
NND. Recently in Alabama a study 
was made of drugs dispensed from 
hospital pharmacies and it was 
found that only 7 percent were the 
so-called unofficial drugs. As a re- 
sult, all drugs in that State are now 
paid for by Blue Cross. 

For the matter of contacting of 
physicians, residents, and internes 
in hospitals the most irritating ac- 
tivity is that of the representative 
who violates hospital policy con- 
cerning detailing. We feel that all 
representatives should familarize 
themselves with each _ individual 
hospital’s policy and abide by it. 
Because you can’t beat the system. 

You can help us here by advising 
the representative or directing him 
to the administrator, chief of pro- 
fessional service, or to the proper 
person who can set us straight or 
your particular policy. We also ex- 
pect you to protect those of us whc 
play the game by the rules and not 
be penalized as a group for viola- 
tions by any one individual. We 
look to you to guide us in our con- 
tacts with the doctors, residents 
internes, and members of your 
Pharmacy Committee. Should you 
not permit contacting of the doc- 
tors at the right time, right place, 
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*LEX-STRAW Co. Int'l. : ADDRESS 


2040 Broadway * Santa Monica, California 


BENDS To ANY ANGLE 








More hospitals are using J 
more and more Flex-Straws e 


Why? Hospital staffs J e 


(Flex-Straws are paper ...so there’s never any danger of broken glass.) 


0 


Hospitals wanted a straw that would offer their patients added cleanliness 
(Flex-Straws are single service... they’re always fresh as a daisy.) 
Hospitals were looking for a straw that was convenient and efficient. 


Flex-Straw’s unique bending action eliminates lost motion in patient bed 


adjustment —— Ag ...and Flex-Straws are disposable too. 


= 
Hospitals were looking for new ways to economize A 
» C 


(Hospital tests prove using Flex-Straws is more economical than using breakable 


tubes.) Hospitals found the answers by using... 


FLEX-STRAWS 
a | 


Is your hospital enjoying these Flex-Straw advantages? 


P.S. Flex-Straws can be used _ 

in hot liquids, too! F901 FLEX-STRAW CO. INT'L, 
\ ELL: 2040 Broadway 

refer to cai. * Santa Monica, Calif. 

HOSPITAL PURCHASING FILE 

for listings and prices 

CANADIAN DISTRIBUTOR: INGRAM & BELL LTD. 


Please send samples and literature 


* NAME 
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with the appropriate product (and 
we hope that this is not the case), 
we look to you for guidance and 
assistance in arranging for hospital 
exhibits. Again we abide by your 
hospital policy, we are your guests 
during such exhibits. 

As it is in all businesses we have 
complaints from the field. Most 
common is that there is too much 
duplication and that our drugs cost 
too much. Let us look at these one 
at a time, starting with the matter 
of duplication. You say there are 
too many similar products available. 
You are probably right! There are 
close to a hundred reserpines and 
thyroids as well as several hundred 
antiacids, and who knows how many 
vitamins. Perhaps this is wasteful. 

But consider that there are 73 
or more medical schools and 76 
pharmacy schools all competing for 
faculty, students and grants. We 
have individual state health de- 
partments, individual county health 
departments and city health de- 
partments. This too is duplication. 
Is it possible that the benefits more 
than offset the wastes? Competi- 
tion keeps us all on our toes, spurs 
us on to more research, keeps us 
from becoming lethargic, prevents 
us from over pricing and under 
promoting and, furthermore, allows 
you to change from the product of 
one company to another. 

The mere economics of introduc- 


ing a new item will tend to reduce 
duplication. A decision to market 
a new drug today represents a de- 
cision involving anywhere from one 
quarter to one million dollars of 
investment. In 1955 there were 
some 480 new products or addition- 
al dosage forms. In 1956 and 1957 
this figure was just over 400. Only 
about 10 percent of these products 
survived. 

Are the prices too high? Today’s 
profit is tomorrow’s research in- 
vestment. New drug life expectancy 
is considerably shorter than it was 
ten years ago. In 1957 CIBA in- 
vested 13 cents out of every sales 
dollar in research. Twenty-one per- 
cent of our employees are in re- 
search. Since 1950 we have awarded 
research grants in the amount of 
$2,484,750. Since 1939 our average 
life span has been increased from 
63.7 to 70.1 years. We do not pre- 
sume to state that we are solely 
responsible, but those of us in ethi- 
cal manufacturing have contributed 
our share to the better health of 
the nation. 

In summary then, let me simply 
state that those of us in ethical 
manufacturing feel that our rela- 
tionship to you in hospital pharma- 
cy is one of selling and serving. 
You shall have our complete co- 
operation and we respectfully seek 
yours so that we may help you in 
better serving the patient. % 








The Pharmacy Mailbag 


Dan Moravec Answers His Mail 








Manner of Procedure 


QUESTION: Is it preferable to 
credit medication to the patient 
on his or her departure; or let 
him take the medication home? 


In this last instance should a 
number be put on the bottle? 
ANSWER: In my experience I have 
found that hospitals generally allow 
credit for unused medications upon 
the patient’s departure. This is only 
fair I am sure. However, the hos- 
pital should charge a “handling 
charge” to cover the bookwork and 
time necessary to make the credit. 
Many fine hospitals have a mini- 
mum return figure that varies from 
25 cents to $5.00 and I believe this 
is sound business. It must not be 
overlooked that everytime a drug 
is sent to the patient or returned to 
the pharmacy and a charge or cred- 
it is made and processed, it costs 
the hospital money. Since all of this 
is for the patient’s convenience, the 


hospital generally cannot afford to 
stand these expenses. Certainly, 
send medications home with the pa- 
tient if the physician so desires. Be 
sure, however, to number it and 
put the directions on the label IN 
THE PHARMACY. Treat it as a 
regular outpatient prescription; 
number it and keep in on file. 


Quantity System 


QUESTION: For how many days 

should an ordinary prescription 

be filled? 
ANSWER: Many hospitals fill in- 
patient prescriptions in multiples of 
dozens rather than time length. 
Either is acceptable. Personally I 
prefer the quantity system mainly 
because it simplifies pricing in the 
pharmacy. Also in the hospital many 
drugs are tried on a patient to find 
the one that works best. Therefore 
12 or 18 should be a good quantity 
with which to test the effectiveness 


of a drug and still such small quan- 
tity does not make for any unrealis- 
tic high hospital drug inventory. 


A System of Administration of 
Antibiotics 


QUESTION: What do you thin! 
of an automatic stop order of saic 
drugs, and after how many day: 
of administration? 
ANSWER: All drugs are potentially 
dangerous if taken too long and i: 
quantity. Antibiotics should defi- 
nitely have an automatic stop orde~ 
in the interest of the patient’s safe 
ty. Not only do the attending phy 
sicians sometimes forget but ther: 
may be more than one doctor pre- 
scribing at the same time. Three o- 
four days seem to be a good period 
of antibiotic administration afte: 
which a new order should be writ- 
ten by the attending physician. 


Serums 


QUESTION: What fees should be 
allowed on professional services 
for administration of serums—I.V. 
AND I.M.? 
ANSWER: Regarding fees on pro- 
fessional services for administra- 
tion of serums I.V. and I.M., et 
cetera, my thinking is somewhat 
different than many. In my opinion, 
no one who is unfamiliar with a 
given case can decide for someone 
else what a hospital should charge 
for drugs and their administration. 
Every hospital has its own partic- 
ular situation and all are a little dif- 
ferent in their particular needs. I 
believe drug charges should be 
based on the amount of income a 
hospital must have in the over-all 
operation of that one concerned. 


Medications 


QUESTION: Would it be the same 
decisions as given at the conven- 
tion of pharmacists at Milwaukee? 
—33 percent on current medicine; 
50 percent on medications rarely 
prescribed; 5 percent on medica- 
tions which are very expensive? 
ANSWER: For me to advise you to 
use a 35 percent, or 50 percent or a 
5 percent markup on any of you” 
drugs would be very unwise from 
here. I am not familiar with you” 
hospital. Pricing should be designed 
for each hospital according to its 
needs; definite and set percentag: 
markups for all hospitals is not 
sound in my opinion. I have dis- 
cussed this in an article in HOSPITA. 
MANAGEMENT to which I refer you; 
HOSPITAL MANAGEMENT, vol. 82, Ne. 
6, page 76, December, 1956. ni 
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he American Utensil Washer-Sanitizer provides efficient equipment 

to carry out an improved technique in preventing the transfer of 
communicable diseases among patients and hospital personnel. Con- 
venient and automatic, it washes and sanitizes three full sets of 
patients’ utensils in two loads ... at a speed well within the normal 
discharge-and-admission rate. Simple and economical to install and 
operate, the Washer-Sanitizer saves personnel time, reduces utility 
room clutter and assures uniform cleaning and sanitizing at less cost. 


For complete information on this new Utensil Technique, 
write for bulletin SC-321. 


AMERICAN 


@ The American Utensil Washer- 

Sanitizer is available with stainless 

steel utility room clean-up counter 

or as the free-standing unit shown 
above. 


STERILIZER Offices in 14 Principal Cities 


ERIE* PENNSYLVANIA 


For more information, use postcard on page 119 
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ized psychiatric patient’s medicine 
to ease the pain and dress the 
wound. This inter-action of nurses 
with patients, singly and in groups, 
helps to modify their past living 
experience, makes reality more 
satisfying than fantasy to the 
psychotic, reality less anxiety-pro- 
»»king to the neurotic, and reality 
1-ore acceptable and less threaten- 
ing to patients with confirmed 
psychosomatic patterns for express- 
ing their feelings. 

To do this nursing in a shared, 
collaborative approach by con- 
tinuous inter-communication (and 
— mean both ways) with psychia- 
trists, psychologists, and _ social 
workers completes and is a realistic 
definition of therapeutic psychiatric 
nursing. This kind of psychiatric 
nursing is one of the distinct ad- 
vantages to early hospitalization 
for the emotionally ill. 

If the purpose of hospitalization 
were solely to remove the patient 
from immediate conflicts in his 
home, work and environment, then 
the patient might just as well go 
to a hotel from which he could visit 
his doctor for the therapy hour. 
Actually, those prescribed trips to 
Arizona of 20 years ago, for 
“nervous breakdowns,” which didn’t 
work, illustrate the prime difference 
between a true hospital with spe- 
cialized personnel and an hotel or 
sanitorium without specialized per- 
sonnel. 

This, then, is a thumbnail sketch 
of the therapeutic aspect of psy- 
chiatric nursing. 


Technical and Administrative Aspects 


At the same time, and this is 
important, there are also technical 
and administrative aspects of psy- 
chiatric nursing practice which are 
common to all nursing. Attempts 
to separate the technical and ad- 
ministrative from the therapeutic 
functions are futile. Although some 
nurse functions may appear to have 
more of one aspect than another, 
most personal patient care functions 
overlap continuously in actual 
nursing practice. This is precisely 
because patients are people—not 
arms, legs, hearts, lungs, or minds, 
but an accumulation interacting 
with the ways of a hospital and 
the personnel in it. 

To illustrate the inter-relation of 
nurse functions The World Health 
Organization Expert Committee on 
Psychiatric Nursing* said: 
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“The first aspect (technical) is that 
of establishing procedures which 
will help to give the patients a 
feeling of security . . . These pro- 
cedures include the whole array of 
techniques involved in serving of 
meals, administering medication . . . 
bathing, feeding, caring for clothes 
and so on. It is often in the day-to- 
day repetition of such tasks that 
. relationships develop between 
the nurse and the patients 
which lead to the exercise of deeper 
insight. Skill in carrying out these 
tasks, however essential, should not 
hide the fact that there is an inter- 
personal (therapeutic) aspect . 
in technical procedures. The way 
in which an injection is given 
(what is said or not said) may in- 
deed be more important than what 
is injected.” This we know. 
Psychiatric nursing involves ad- 
vanced specialty know-how about 
a pharmacology of interpersonal re- 
lations superimposed upon major. 
skills essential in all fundamental 
nursing. The psychiatric nurse is 
a specialist who adapts for psy- 
chiatric patients much of the know- 
how of the general practice nurse, 
plus specialized and concentrated 
therapeutic techniques. 


Qualifications 


What are the qualifications nec- 
essary to carry out these functions? 
What is the reward? 

Salaries should be based progres- 
sively on the education, the ex- 
perience and the record of any 
given nurse. Entrance salaries for 
specialist nurses should be based 
on merit and proficiency should 
continue to be rewarded each year. 
Can patients afford to pay this ex- 
pensive care? Yes—for the returns 
are great. Professional nursing is 
essential to the hope of recovery. It 
is no longer a matter of preventing 
death, but of how the patient lives 
through his hospitalization. 

In the course of gaining expe- 
rience to become psychiatrists, some 
doctors have worked with aides in- 
stead of nurses. This experience 
coupled with the _ shortage of 
specialist nurses and _ continuous 
changes in therapies and _ hospital 
care for psychiatric patients may 
lead some to say in effect that a 
lesser trained person other than 
an R.N. specialist would do as well. 
If this is true, then we will perpet- 
uate the state hospital system for 
nursing. But if the state hospital 
system in any state were entirely 
adequate, then why do we need 


*Technical Report 1956. 


psychiatric units in general hos- 
pitals? 

Some 100 psychiatric disorders 
now have specific treatments which 
call for more, not less, nursing 
know-how, yet public hospitals 
persist in assuming the heavy costs 
of training-on-the-job for nursin; 
care. More psychiatric R.N.’s ar 
needed. 

This leads us to the subject o 
shortage of nurses actively prac- 
ticing nursing. Isn’t it fantastic t 
concentrate exclusive efforts o1 
new and shorter educational pro- 
grams to reach a larger pool of po- 
tential recruits when the back doo: 
of nursing is wide open? Let u; 
look at the facts. In California there 
are only 35,000 to 40,000 R.N.’: 
practicing out of 100,000 who are 
registered. Why do so few R.N.’s 
stay in nursing? 


Causes of Shortage 


1. Low salaries, as in any pro- 
fession or occupation, do not pro- 
vide enough incentive to keep 
nurses in nursing. 

2. The status of the profession 
and its standards of practice have 
been lowered as ranks are depleted. 

3. The shortage itself has pro- 
duced more of a shortage because 
of insufficient numbers of necessary 
R.N. co-workers. Nurses are frus- 
trated and weary of practising un- 
der a ‘constant crisis’. 

4. Co-workers, with less educa- 
tion or training, take more, not 
less, time for delegation of duties, 
for teaching and for supervision 
when they are assigned to the direct 
care of patients. 

5. As medical specialization has 
increased, there are more, not less, 
variables to medical practice. And 
nursing practice is inter-dependent 
with medical practice. 

6. True in-service programs de- 
signed to keep the nurse _ prac- 
titioner up-to-date have not re- 
ceived enough attention. 

7. In psychiatric nursing, an al- 
most exclusive emphasis has been 
placed on the nurse as an absolute 
paragon of mental hygiene, with- 
out equal emphasis on reviewing a 
particular patient’s inner illness 
when nursing care is analyzed. 
Many psychiatric workers have be- 
come enmeshed in an atmosphere 
which dictates that “all of life is 
devoted to the therapy of oneself 
and of other . .. which is a pre- 
occupation with self-improvement 
gone wild.” 

Since 1951, we have seen for all 
of nursing, including psychiatric 
nursing, an attempt to fragment 
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nurse functions into its three 
aspects, the technical, the thera- 
peutic, and the administrative, in 
order to solve the over-all shortage 
of nurses in nursing. From my own 
professional viewpoint, this frag- 
mentation of nursing has become 
a strange and serious problem 
rather than a solution. We have 
aides, nursing assistants, licensed 
vocational nurses, operating room 
technicians, intravenous nurses, in- 
halation therapists and orderlies. 
In psychiatric nursing there are 
aides, attendants, and technicians. 
There is no one quick answer to 
the shortage, but let me suggest 
seme long-term solutions to attract 
nurses to the psychiatric field: 


1. Higher salaries to profession- 
a nurses based on specialty educa- 
tion and experience, calculated by 
c»st-accounting methods to be paid 
f.r by the consumer, the patient. 
Fsychic satisfactions are not enough. 
hor do psychic satisfactions spring 
from a vacuum; they are derived 
fom reality factors as emotional 
naturity is achieved, not from 
vague prestige or unrealistic re- 
wards. 

2. Real in-service programs for 
the R.N. practitioner. 

3. Ancillary workers assigned to 
indirect care of patients. 

4. Doctors and medical specialists 
to organize and police their own 
practice leading to such things as a 
greater use of standing orders in 
specialties and better interpretation 
of admission policies. 

5. The general duty nurse to have 
more of a voice in such things as 
the trial and selection of newer 
equipment . . . the director of nurs- 
ing to direct the nursing depart- 
ment. Let us also abolish the ‘bat- 
tle of the sexes’ in the hospital. 
Everyone knows that men _ are 
smarter, stronger and wiser. Ad- 
ministrators and doctors should use 
this superiority to accept the word 
of the administrative nurse on the 
requirements of her own activity. 

6. A staffing pattern which in- 
cludes more Registered Nurses per 
patient, allowing the R.N. to return 
to the patient’s bedside, wherever 
that may be. 


7. More secretarial assistance and 
less paper work. 

With the opening of our small 
new unit at Saint Francis Me- 
morial Hospital we will try out 
some of these solutions so _ that 
nurses can practice psychiatric 
nursing and _ psychiatrists psy- 
chiatry in a well-run general hos- 
pital. a 
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Was it a diagnostic x-ray unit? Did it include automatic 
phototimed spot-film unit? Would design be function-mated to the needs 
of radiologists, whose specialty was born of your discovery ? 


If this is what you envisioned, Dr. Roentgen, you must have been 
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Is | up to the promise of Roentgen’s discovery 
9 and all the developments that followed. But 
° we'd prefer that it be judged in terms of 
n what the doctor ordered — and we're speak- 
T ing of you, the modern radiologist, rather 





than Roentgen, the 19th Century physicist. 
Radiologist-guided design tells the story of 
this all-round diagnostic x-ray unit. 

For example: Regent’s automatic spot-film 
unit features low mass— it’s a delight to 
maneuver. 45° Trendelenburg offers preferred 
depth of angulation. Smooth hydraulic drive 
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provides variable angulation speed. 


with doubled motor power, you get instant 
response under all loads, completely free of 
annoying vibration. 

And Regent has true “island-table” design 
— obstruction-free all around. Overhead tube 
hanger does away with floor rails, opens 
area to foot traffic and hospital carts. 

Meet the Regent personally! Your G-E 
x-ray representative will gladly introduce you 
to one of the many already installed in your 
area. Or write X-Ray Dept., General Electric 
Company, Milwaukee 1, Wis., for Pub. K-71. 


General Electric spot-film unit provides photo- 
timed exposures ... automatic cassette transfer 
and return, plus sequence selector... 

elective use of 10x12 and 8x10 cassettes... 
togegle-switch control of table drive. Automatic 
shutter limiter keeps x-ray field always safely 
within screen area. Many other features 
we'd be pleased to demonstrate. 
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A Look At Hospital Purchasing Ethics 


by Captain John F. Pasch, USAF (MSC) 





The author, an officer in the 
United States Air Force Med- 
ical Service, wishes to point 
out to the readers of this 
article that ethics in purchas- 
ing applies equally to civilian 
and military medical facilities. 
But, because of public laws 
and regulations, military pur- 
chasing agents must at times 
make a stricter application of 
the ethical code. 











™® MANY CHANGES are taking place 
in hospitals. One important change 
has been the role of the hospital 
purchasing agent. His is now a pro- 
fessional field that has grown by 
leaps and bounds over the past ten 
years. It is a field that has attracted 
people with variant backgrounds 
from many walks of life. All this 
makes the importance of the pur- 
chasing agent even more emphatic. 
And because the hospital adminis- 
trator considers the purchasing 
agent as a vital cog in the hospital 
function, it is essential that stand- 
ards of ethics for purchasing be set 
up for all hopsitals to follow. 


Texas Code Of Ethics 


An excellent example of a good 
code of ethics has been set up by 
the Hospital Purchasing Agents 
Association of Texas. This code is 
considered as an ideal beginning for 
a discussion of ethics in hospital 
purchasing, and a reproduction of 
this code follows: 

1. We must always consider the 
interest of our hospital and defi- 
nitely believe in its established 
policies. 


. We must always be receptive to 
counsel from our associates and 
be guided by their counsel. 

. We must strive consistently for 
knowledge of materials and proc- 
esses of manufacture. 

. We must buy without prejudice, 
seeking always to obtain the 
maximum ultimate value for 
each dollar expended. 

. We must subscribe to and work 
for honesty and truth in buying 
and denounce all forms and man- 
ifestations of common bribery. 

. We must accord a prompt and 
courteous reception, so far as 
business will permit, to all who 
call on legitimate business. 

. We must respect our obligations, 
and also require that those who 
call on us respect our policies 
and methods of doing business. 

. We should always avoid any 
sharp practices. 

. We should always try and create 
good public relations with all. 
Certain administrative obligations 

are inherent in a good hospital pur- 
chasing program. Members of the 
governing body of a hospital are in 
a position to obtain confidential in- 
formation such as: (1) Knowing 
current prices that are being paid 
for supplies and equipment and (2) 
knowing of amounts of bids that 
have been tendered by firms for 
furnishings of supplies, equipment 
or services. This information must 
be maintained in high confidential 
priority. At no time should board 
members attempt to break this con- 
fidence for personal gain. 

Moreover the hospital adminis- 

trator should not be pressured by 
board members for their personal 
gain to enter into contracts that are 


of no material advantage to the 
hospital. Likewise, the administra- 
tor should not jeopardize the repu- 
tation of the hospital and purchas- 
ing department by committing the 
hospital to purchasing contracts 
that violate sound purchasing poli- 
cies. 


Obligations of Purchasing Agent 


The purchasing agent has certain 
obligations to fulfill to the hospital. 
He should buy the best quality sup- 
plies and equipment at the lowest 
prices consistent with good busi- 
ness practices. At the same time he 
should never sacrifice quality for 
quantity. 

He must always try to better his 
knowledge of materials that he pur- 
chases for the hospital. A conscien- 
tious utilization of buying guides, 
product releases, professional asso- 
ciations and organizations, sales- 
men, and manufacturers’ represent- 
atives will help to familiarize him 
with materials and equipment. 

Buying without prejudice is tan- 
tamount to obtaining the best for 
the least. One must continually 
evaluate purchasing practices in all 
types of buying. A word of caution 
must be given to the purchasing 
agent about allowing sales person- 
nel to unduly influence him in his 
buying. Should he allow this to oc- 
cur too often, it will lead to con- 
fusion and the loss of objectivity in 
his buying. 

Whenever ethics are mentioned, 
the “ugly head” of bribes, gifts, ex- 
cessive entertainment, personal dis- 
counts and personal commissions 
must be mentioned. These practices 
are not only morally wrong, but 
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they have no place in the everyday 
life of the hospital purchasing 
agent. 


Christmas Gifts 


Christmas gifts always enter into 
discussions of purchasing ethics. 
They are not wrong in themselves 
if they are given and accepted in 
the correct manner. Their propri- 
ety depends upon the circumstances. 
& gift that is presented to the hos- 
pital by a vendor is certainly in 
conformity with accepted standards. 
I: may be favorably received. 

A purchasing agent, in the course 
ce! his daily activities, will enjoy 
g20d personal relationships with 
several of the hospital suppliers. At 
Christmas time a vendor may wish 
t» show his appreciation by pre- 
senting a small gift (five dollars or 
less) to the purchasing agent. It 
would be proper for the purchas- 
ing agent to accept a gift of this 
sort under these circumstances. 
Non-acceptance would show bad 
taste which could result in dam- 
age to a good interpersonal rela- 
tionship. This, in turn, might result 
in harm to the hospital. 

Always, the acceptance of such 
a gift must be with the knowledge 
and consent of the hospital admin- 
istrator. Some hospital administra- 
tors as a matter of course request 
suppliers not to bring gifts at 
Christmas to anyone. This is a good 
policy to follow. 

Purchasing agents should always 
bear in mind that gifts of any sort 
frem suppliers will ultimately add 
to the cost of their products to the 
hospital. 


Expense Fund 


Another factor of importance is 
the purchasing agent’s expense 
fund. This practice is advocated to 
avoid the acceptance of continual 
favors from sales representatives. 
Because it is an accepted practice 
that friendly entertainment has its 
place in good business relations, 
the purchasing agent should be able 
to reciprocate through a well-ad- 
ministered expense fund. A fund 
of this type would go a long way 
in preventing abuses of this busi- 
ness practice. An expense fund is of 
aid to the conscientious purchas- 
ing agent who is paying for this 
entertainment from his own re- 
sources. 

Reputations are not built in a 
cay whether these be personal or 
business. Through his ethical prac- 
tees the purchasing agent can go 


JULY, 1958 


a long way to establish a fine repu- 
tation for the hospital—one of fair 
dealing with all approved vendors. 

Relations with vendors have to be 
considered when speaking of an 
ethical purchasing program. The 
paramount one is the treatment of 
sales representatives by the pur- 
chasing agent. The method in which 
sales representatives are scheduled 
for interview is important. See 
them promptly! If this cannot be 
done they should be so informed 
and an appointment made for a la- 
ter date. When a purchasing agent 
is too overloaded to see salesmen 
promptly, he should put an ap- 
pointment system into effect. 

What about communications 
within the hospital? First-class re- 
lationships between department 
heads of the hospital and the pur- 
chasing agent is a requirement for 
smooth operation. The purchasing 
agent should consult with depart- 
ment heads on their requirements 
and should do everything within 
his power to honor their requests 
for particular supplies and equip- 
ment provided, of course, that it is 
not contrary to sound purchasing 
practices and the hospital stand- 
ardization program. 


Exchange Ideas 


He should keep the department 
heads informed as to any new prod- 
ucts in their respective fields. It is 
often a sound and profitable prac- 
tice to have the department heads 
interview salesmen and detail men 
who have a product that the pur- 
chasing agent believes to be desir- 
able. Department heads, specialized 
in their field, are of invaluable as- 
sistance to the purchasing agent. 
Aids in keeping the department 
heads informed are advertising me- 
dia and professional journals. These 
should be forwarded to the respec- 
tive department whenever the pur- 
chasing agent believes that there is 
something that will be of use or im- 
portance to them. 

Certain companies make a prac- 
tice of furnishing samples to the 
hospital for test or consumption. If 
these samples are tried out by the 
hospital it rest on the purchasing 
agent’s shoulders to inform the 
vendor of the results. 

If the hospital does specification 
buying on a bid basis, fairness in 
the selection of bids is an ethical 
consideration due to vendors. Con- 
siderable time and money is ex- 
pended on their part in the prepa- 
ration of these bids. If it is not 
contrary to the administrative pol- 


icy of the hospital, unsuccessful 
bidders should be informed of the 
fact as soon as possible. The reason 
for non acceptance of their bid can 
be of value to these firms as it will 
enable them to correct their defi- 
ciencies and shortcomings for fu- 
ture bidding. 

Unless a purchasing agent has in- 
tentions of considering seriously the 
purchase of items, he should not 
request bids, drawings and specifi- 
cations. If the purchasing agent 
were to use these bids, specifica- 
tions and drawings for other pur- 
poses, such as negotiating with an- 
other company to obtain a lower 
cost from them he would be guilty 
of an unethical practice in its worst 
form. 

Requests for bids, drawings, 
specifications and estimates from 
suppliers should be accompanied 
with a detailed explanation as to 
their intended use and the results 
that can reasonably be expected 
from their use. 


Unwanted Merchandise 


A foremost obligation to a sup- 
plier by the hospital is the prompt 
and correct handling of unwanted 
merchandise. Negotiation with the 
vendor is an obligation prior to a 
return shipment. When supplies and 
equipment are damaged in ship- 
ment the purchasing agent should 
give this his prompt attention. To 
do this will pay dividends in per- 
sonal relationships and good faith 
with the vendors. Claims should 
not be made against the vendor if 
the transportation company is li- 
able. 

In the matter of the delivery 
schedule from supplier to hospital, 
tolerance and patience on the part 
of the purchasing agent is needed 
even when they set what may ap- 
pear to be unreasonable delivery 
schedules. There are certain types 
of hospital equipment that will al- 
ways be in short supply because of 
limited demand. When new items 
of supply or equipment enter the 
medical field the demand is some- 
times great and there is a resultant 
shortage. There will be delayed de- 
livery of these items and in these 
cases the purchasing agent has to 
be reasonable in his demands and 
requirements. 

Good relations with a vendor 
during times of adequate supply 
will pay off to the hospital in the 
event of an emergency or short 
supply. It is well to remember that 
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in telling the story about how, after 
being shown through his hospital’s 
relatively new kitchen, he collapsed 
his colleagues by asking the proud 
dietitian, “Now where is it that you 
ruin the food”? If there is any sin- 
gle place where good food becomes 
hospital food, this is it. Cooking too 
far in advance, in large batches and 
dishing up ahead of service time are 
the gremlins of the cold food prob- 
lem. 

As a point of personal confession, 
the writer can remember spending 
three solid weeks making a time 
study of the time required for 
kitchen to patient delivery of over 
20,000 trays. Two more weeks were 
spent in compiling and analyzing 
the data. Only after all the work 
was done was it realized that all 
this information about the time re- 
quired for distribution was mean- 
ingless unless considered in the light 
of the starting temperatures of the 
food. After two days of taking food 
temperatures in the kitchen, the 
problem, for all practical purposes, 
was solved. In fact, it solved itself. 
Had the writer read Ernest May’s 
book, “The Economics of Hospital 
Food Service”, beforehand, most of 
this effort could have been avoided. 

Even in hospitals with decentral- 
ized food service systems where the 
food is served from dish-up pan- 
tries in the ward areas, or from 
mobile electric hot food tables, the 
same fact holds true. The food gen- 
erally reaches the dish-up station 
too cold to regain sufficient heat by 
service time. 

This is certainly not the whole 
story, nor is it intended to be. To 
show the breadth of hot food my- 
thology, perhaps an examination of 
some specific myths would be in 
order. 


The Myth of Great Distances 


The distance between the kitchen 
and the patient stands accused most 
frequently as the cold food culprit, 
yet it is actually the least guilty. 
The actual movement of the tray 
from its point of assembly to the 
patient, in most instances, consti- 
tutes the smallest portion of the 
total assembly and_ distribution 
time. The assembly of the tray and 
the grouping of trays into a load 
for delivery consumes the largest 
amount of time (not even consider- 
ing the time spent after the tray is 
in the patient’s room; clearing the 
over-bed table, arranging the pa- 
tient and fluffing the pillows). 
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Just when was the last time you fed 
this patient? 


Notice how the discusion auto- 
matically switched from distance to 
time. The important thing is not 
how far the food must go, but how 
long it takes. A man can walk or 
push a rack of trays 350 feet in a 
minute, with no undue effort. The 
time required for vertical transport, 
of course, depends upon the type of 
facility being used; from 16 to 30 
feet per minute for a vertical con- 
veyor or low speed dumbwaiter up 
to 500 feet per minute for a modern 
elevator. In most many-storied hos- 
pitals relatively high speed vertical 
facilities are fortunately present. 
The availability of such transport 
generally poses more of a problem 
than the speed. But with scheduled 
tray service times and some effort 
on the part of management to in- 
sure priority for tray delivery, the 
problem should be readily solved. 

The time required for moving 
the food from the kitchen to the 
ward area, in all but a few instances, 
is the smallest part of the total time 
required for assembly and distri- 
bution, providing that management 
has removed the problems of run- 
away elevators and other difficul- 
ties. Visually, the distance between 
the patient and the kitchen appears 
to be the main obstacle, but such is 
not the case and the cold food cul- 
prit must be sought elsewhere. 


The Mysterious Tray-Passer 


The final phase of any distribution 
system involves taking the tray 
from the cart or truck in the ward 
area (or the dish-up pantry) into 
the patient’s room. Jurisdictional 
disputes abound everywhere over 
the question of just who is going 
to perform this function. Nurses, 
maids, orderlies, kitchen helpers 


and school girls reluctantly share 
the role of tray passer-outers. Ob- 
viously, from a cost standpoint, it 
is far cheaper to have the trays 
passed out by someone who is al- 
ready on the scene. Making « 
specialized function of the task is 
certain to cost additional payrol! 
dollars because the well-operatec 
kitchen shouldn’t have anyone tc 
spare at meal time. Also, with the 
high degree of specialization in to- 
day’s hospital, perhaps administra- 
tors should make some attempt tc 
reduce, rather than increase, the 
number of different people that 
already confront the poor patient. 
Logically, though they will gen- 
erally disagree, the nursing stafi 
should pass the trays. Their work, 
no matter how they organize it, is 
to a great extent determined by the 
patient’s meal hours, because there’s 
not much that one can do to or for a 
patient while he’s eating (except 
maybe feed him). The simple fact 
about this phase of the distribution 
is that the more hands there are to 
do it the better—and better means 
faster. Of course, the amount of 
time consumed by the task is gov- 
erned by how much, if any, of the 
assembly is left for them to do 
(matching up cold items with hot 
trays or hot items with cold trays), 
and how many of them there are to 
do it. Obviously, the fewer things 
they have to do to the tray the 
better, because they can get the tray 
into the room more rapidly. If the 
patient is made ready to receive his 
tray in advance and if the trays 
arrive at a relatively constant time 
from day to day and if everyone 
helps, this function should take 
place speedily and effortlessly. 


The Myth of the Heated Cart 


Hospital people have placed a 
great deal of faith and trust in a 
piece of equipment generally called 
a hot truck or heated cart. The most 
common variety is a cabinet on 
wheels with a number of shelves 
with individual doors. The com- 
partments thus formed are heated 
by electricity. Into these heated 
compartments the tray without the 
cold items (salads, beverages, des- 
serts) is placed. The cold items foi 
all the trays are placed on an un- 
heated shelf and then, after delivery 
are selected and placed upon the 
proper trays. Many variations exist 
Some carts have shelves for the 
trays with cold items only and < 
separate heated chamber for jus’ 
the hot items (soup and dinne 
plate). Some are equipped witk 
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: Surgical Gut...with added safety sealed in 


> Absolute suture sterility—a prime concern of all mem- 
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refrigerated units of different types 
and some are even equipped with 
electric motors to drive them be- 
cause of their great bulk. 

In a large number of instances, 
the heated cart constitutes a major 
cause of cold food. A description of 
this type of circumstance might 
better illustrate the point. 

First, the hot food section of the 
cart must be heated by plugging the 
unit into an electric outlet. This 
pre-heating of the cabinet takes a 
varying amount of time, depending 
upon the type of unit used. If the 
soiled trays are returned in the 
cart, the cart must wait then until 
the dishes are removed before it 
can be plugged in to reheat. Fre- 
quently sufficient reheating time is 
not available between breakfast and 
lunch. 

When the tray assembly begins, 
the cart is generally unplugged and 
moved to the end of the assembly 
table. The heated compartment is 
opened and the trays with the hot 
items are placed inside (or the hot 
plates are placed in the heated 
section). During the time it takes 
to load the cart (they usually hold 
16 to 20 trays and loading might 
take from four to twenty minutes) 
the cart is not heated and the com- 
partments have been open any- 
where from one to four minutes. 
Obviously, the air space or the oven 
temperature of the chamber de- 
creases considerably during this 
time. The deck or shelf rapidly loses 
temperature too, because the tray 
itself, which is at room temperature, 
draws a great deal of heat from the 
shelf. 

In many instances, after the load- 
ing operation, the temperature of 
the compartments has been found to 
be only slightly above room tem- 
perature. This depends upon a 
number of other factors; the initial 
temperature of the cabinet, the 
length of time required for loading, 
the design of the fixture iteself, and 
other factors. In any event, the 
temperature of the cart or that of 
the effective areas of it, will be 
considerably below that of the hot 
food items placed in it (if they are 
at proper serving temperature to 
start with). 

The cart is then transported to 
the ward area, where again the 
compartment doors must be opened 
and the time-consuming task of 
matching up the hot and cold por- 
tions of the trays must commence. 
All this time, remember, the cart 
is away from any source of heat 
and has never recovered from the 
initial temperature drop that took 
place while loading. 


There is another factor, probably 
more important than any previously 
mentioned, and that is the psycho- 
logical effects of having a “heated” 
cart. In all the instances where its 
use has been observed, the presence 
of the cart removes the sense of 
urgency about tray distribution and 
assembly. The cart may remain, 
after loading, in the kitchen for 
some time until the delivery boy 
comes to get it. He dawdles along 
the route and the nurses (or who- 
ever) approach their part of the job 
lackadaisically, confident that the 
food is being kept hot by a cart that 
is actually colder than the food in 
it. Even if the cart is plugged in 
again on the ward, the short period 
of time the food remains in it, 
coupled with the open compartment 
doors and the necessity to match up 
hot and cold food items, makes it 
largely impossible for the cart to 
put any heat back into the food. 
Only if the food remains in the cart 
for a comparatively long period of 
time after it is plugged in again and 
the chambers remain unopened, will 
the food become reheated to any 
appreciable extent. Then its palata- 
bility becomes a question. 

The cooling of food takes place 
inevitably and unless a source of 
heat, hotter than the food items 
themselves, or at least as hot, is 
available, the cooling rate remains 
as constant as death and taxes. 

The necessity for generalizing 
these accounts undoubtedly allows 
for many situations under which 
the generalizations do not hold true, 
but it is hoped that the reader ac- 
cepts the foregoing, not as the final 
and only word, but rather as some 
random scraps of information that 
might perhaps prove useful. m 
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a vendor must make a legitimate 
profit to stay in business. It is rea- 
sonable to assume that his product 
or his service will suffer if he is 
forced to cut prices to do business 
with a hospital. 

Many articles have been written 
on “sharp practices” in purchasing. 
Any discussion on ethics would be 
incomplete without a mention of 
some of the more prominent of 
these sharp practices, such as: mis- 
representation to salesmen on sums 
of merchandise desired in order to 
obtain a better price; calling for a 
large number of bids in the hope 
that an error will be made on the 
part of one of the bidders; leaving 
copies of bids and price lists where 


representatives of other companies” 
can conveniently see them; a large 
institution that uses its purchasing © 
power to the detriment of sme! 
suppliers. Any of the above prac- 
tices places a supplier at a distin:t 
disadvantage in their dealings with 
your hospital. 

In conclusion, it can be said th:t 
common honesty is the forerunner 
of purchasing ethics. This type cf 
philosophy on the part of the pur- 
chasing agent will create friendly 
relations with the hospital suppli- 
ers. This kind of mutual friendly 
relations between the hospital and 
its suppliers is bound to result in a 
better hospital for the patients. * 





Good Morning 


™ WHEN SISTER MARY MICHAEL, SU- 
pervisor of the Pediatrics Depart- 
ment at Little Company of Mary © 
Hospital in Evergreen Park, was 
constantly besieged with questions 
from parents of children who were 
in for tonsillectomies recently, she 
decided to do something about it. 

Being adept with a pen she com- 
posed the following poem which 
is now handed to anxious parents 
when they arrive at the hospital to 
have their children’s tonsils re- 
moved: 


GOOD MORNING 


Your child is in the playroom 
Having lotsa fun; 

Don't go near the playroom 
That means everyone. 


The waiting room is where you smoke 
And where you can convene; 

Until the time for surgery 

And then they can be seen. 


You walk your little lad or miss 
Up to the surgery door; 

And never mention food or drink 
Or they will really roar. 


The wash rooms are on first floor; 
The telephones on nine. 

The cafeteria will be closed 

For just a little time. (9:30-11:30). 


We ask you not to bring up food, 
Children may see you eat 

It's better to go down and relax 
To rest your weary feet. 


Dismissal time is three o'clock, 
After the Doctor says so. 

The ice cream will be given out 
And then your child may go. 


We hope you will enjoy your stay 
And when the day is o'er, 

You'll not regret the time you spent 
And even wish for more. 


The privilege you've given us, 
Of caring for your child 

Is one we hold a sacred trust; 
It makes our life worth while. 


— The Pediatric Personnel & 
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Testing Materials 


by Harold E. Springer 


Administrator 


Memorial Community Hospital 


Edgerten, Wisconsin 


In the process of purchasing, it is important to have a 
program of research. Devising specifications is impor- 
tant. Considerable research is necessary to arrive at the 
specifications suitable for your institution in terms of 
the method or procedure involved in the end use of the 
product. For instance, there is no point in paying a 
higher price for a non-disposable item that the pro- 
cedure indicates is used once and thrown away when a 
disposable item is available at a lower cost. 


Testing Program 


In arriving at specifications a testing program is nec- 
essary. Too often, this seems an impossible task. We 
think it takes expensive equipment and laboratory fa- 
cilities. Actually this is not so. Your desk will serve as 
a satisfactory laboratory table. All of the items needed, 
except a scale, will fit in one corner of a drawer. The 
items needed for testing, outside of an occasional chem- 
ical, include a catheter and needle gauge, a thread 
counter, magnifying glass, a metal tape measure, a 
micrometer and a scale. These would cost $20 to $25, 
but if your request is made known to some of your 
vendors, they might cost almost nothing. 

Selecting specifications is only one part of this pro- 
gram but the most difficult perhaps. Coupled with this 
is the checking and testing program which follows the 
placing of an order. On receiving the order it is im- 
portant to check the quantity received against the 
quantity ordered. The price is what you pay, the value 
is what you receive. 

It is like the lady who went to the meat market and 
made a purchase. Just as the butcher was wrapping the 


This paper was presented at the Tri-State Assembly, Purchasing 
Workshop in Chicago, Illinois. 
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roast she screeched, “Why you’re giving me a lot of 
bone.” To which the butcher very quietly replied, “On 
the contrary, ma’am, you’re paying for it!” We take en- 
tirely too much for granted in these days when dealing 
with our vendors. Certainly, if they have established a 
reputable name over the years, they are probably hon- 
est. But their employees are subject to errors, just as 
we; consequently we ought to check to see if we get 
what was ordered. Let us look at some of the simple 
tests that can be made on some of the items we buy. 


Textiles 


One of the more familiar items considered for testing 
is textiles. The method of testing evolves around thread 
count, weight per square yard, shrinkage and tensile 
strength. The tests involved are relatively simple. 
Measure the sheet to see if it is the size you ordered. 
Run it through the laundry and determine the amount 
of shrinkage. Measure one square inch and count the 
threads running each way. If it is a type 140 sheet, there 
should be 68 in the warp and 72 in the filling. If it is a 
128 sheet there will be 64 each way. The amount of siz- 
ing in sheets and pillow cases particularly can be de- 
termined by rubbing some of the muslin over a dark 
surface. The amount of residue will give some indica- 
tion. If there is much, the fabric will show breaking and 
loose weave. 

The breaking strength of the muslin is more difficult 
to obtain. It will probably be necessary to send it to a 
commercial laboratory or to the home economics divi- 
sion of a university or occasionally a textile jobber will 
have a tensile strength measuring device. This test is 
the most important simple quality factor. The American 
Standard Minimum Performance Requirements for In- 
stitutional Textiles number L-24, is available on loan 
from the A.H.A. library. 

The tests for blankets are similar to that for sheets. 
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In addition to the tests mentioned for the other fab- 
ries, terry towels are described as weight per dozen. 
The American Standards Association is coming out with 
a new weight requirment of 6.65 pounds per dozen for 
22 by 44 towels. By holding the towel up to the light, 
the closeness of the weave can be determined. The loop 
yarns in the warp should be counted to determine if it 
is double or single loop. The selvage should be wide. 
The tensile strength can be tested in the same manner 
as for other fabrics. 

The Federal specification for crinkle bedspreads is 
DDD-B-151b. Weight, shrinkage and thread count all 
are important. The best test is to wash the spread five 
times — if the crinkle practically disappears, the wear- 
ing quality is poor. 


Food 


The purchasing agent depends on the dietitian to as- 
sist in setting specifications and checking the quality of 
foods when received. The “Manual of Specifications for 
Canned Fruit and Vegetables” published by the AHA is 
invaluable in this regard. Instructions are given as to 
various specifications. On receipt of a shipment of 
canned goods obtained according to specification, cut a 
few cans to see if it measures up. Make the dietitian 
your friend. 


Dressings 


Most of us depend on reputable manufacturers for 
quality in dressings. However, some tests should be 
made. The thread count can be checked against that 
specified; weigh it and determine its absorbency. If a 
yard sample of gauze, folded into a four-inch square 
and dropped into a panful of water at room tempera- 
ture, fails to sink in 30 seconds, it should not be con- 
sidered absorbent. 

To check the absorbency of an absorbent cotton, put 
a five-gram sample of cotton in a pan of water at room 
temperature. It should sink in ten seconds. Its total ab- 
sorbency is satisfactory if it retains 25 times its weight 
of water after removing and draining for ten seconds. 

The pharmacy could mix a little potassium di- 
chromate to use in testing absorbent pads. If you do not 
want to do this, use some red ink. Note how fast the 
colored liquid strikes through the pad and how far it 
travels in a specific time. Just how satisfactory the 
waterproof back is can also be tested in this manner. 


Paper Products 


Paper towels can be tested for absorbency by drop- 
ping water from an eye dropper on the surface and 
noting how long it takes to disappear. If a drop takes 
more than 100 seconds to be completely absorbed, it is 
not a good absorbent towel. Its tensile strength can be 
tested in a comparative manner by soaking it briefly 
and noting how it disintegrates. 

A drop of water on toilet tissue should disappear in a 
few seconds. Make sure the tissue has some wet 
strength. 

Paper bags that are used for sterilizing packs can be 
tested by immersing in water for a few minutes. If the 
seams separate, it could not be used for this purpose. 


Hypodermic Needles 


We seldom need to worry about hypodermic needles 
unless we buy some ‘off’ brand or needle at an unusual 
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price. A good magnifying glass will indicate the burr 
and cleanliness of a needle. To check the breakage re- 
sistance, put a needle in a vice and bend it back and 
forth 25 degrees from perpendicular. Federal specifica- 
tion E a (1) GGN - 196 indicates that resistance to 
corrosion can be determined by immersing a needle in a 
10 percent citric acid, at room temperature, for five 
hours, boiling for 30 minutes and remaining immersed 
in distilled water for 40 hours without showing ap- 
preciable corrosion after drying by evaporation. 

Resistance to bending can be determined by giving 
an orange a hypo. The resistance of the orange is sim 
ilar to that of the human body. 


Rubber Products 


Rubber products are more difficult to test. The main 
rubber product we would be interested in, however, is 
gloves. Some idea as to quality can be discovered by 
careful records of the number of sterilizations before 
the gloves are discarded. Good gloves should last 
through at least ten correct sterilizations procedures. A 
good glove may last twice that long. 


Liquid Soap 


Soaps and detergents used by the housekeeping de- 
partment can be analyzed by experts, but is rather ex- 
pensive. You must depend on the results you see to a 
great extent. The amount of water in a liquid soap can 
be determined by weighing a sample, putting it in a 
petri dish and evaporating it at 105 degrees centigrade. 
Weigh the residue and you can determine the percent- 
age of water. 


Mops 


The absorbency of a given mop can be checked bj 
immersing it in a pail of water and running it through 
a wringer in a bucket that has no water. Weigh the 
water that it absorbed and compare with that of an- 
other mop. 

If you are interested in checking the gauge of stain- 
less steel used on a piece of equipment, get your engi- 
neer to put a micrometer on it. He can tell you the 
thickness or gauge. 


Paint 


The last item we shall consider is paint. There is a 
fine article on this subject that is printed in the De- 
cember 1, 1957 Hospitals. It lists the different properties 
that were specified in a paint and indicates the meth- 
ods used in testing. The paints were tested for fire re- 
sistance, dry wall coverage, ease of use, color uni- 
formity on touch up and lapping, self-priming quali- 
ties, alkali resistance, grease and oil resistance and film 
toughness, scrubability, drying time, odor and uniform 
flatness. These characteristics can be determined by ac- 
tual use of the paint. Your decorators can test these 
qualities in small test patches of four square feet. 

The foregoing has presented some ideas in testing 
many of the materials we buy. As was indicated, test- 
ing isn’t too difficult. The problem is that too often we 
are too lazy or rationalize that we have too much to do, 
to take the time. By purchasing the best product at the 
right price, arrived at by testing, better purchasing 
performance will result. n 
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Purchasing Agents’ Dinner 


Tri-State Assembly 





This dinner was sponsored by the Chicago Area 
Hospital Purchasing Agents Association, which is 
Affiliated with the National Association of Hos- 
pital Purchasing Agents. 











Left to right: Harold E. Springer, administrator, Com- 
nunity Memorial Hospital, Edgerton, Wisconsin, presi- 
dent of the N.A.H.P.A. and Edward L. Olsen, purchas- 
ing agent, Swedish-Covenant Hospital, Chicago, presi- 
dent, Chicago Area Hospital Purchasing Agents 
Association. Mr. Olsen presided at the dinner. 


Left to right: David L. Everhart, assistant director, 
Henry Ford Hospital, Detroit, Michigan, guest speaker 
who discussed “Hospital Administration in English Hos- 
pitals”, and Everett Jones, advisor and consultant to 
hospital administrators and trustees, Fort Meyers, Flor- 


ida. 
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Left to right: William E. Smith, executive director of 

Hospital Industries Association, Chicago, who spoke on 

“Education in Purchasing—The Manufacturer’s View- 

point”; Frank M. Rhatigan, executive secretary, Amer- 

ican Surgical Trade Association, Chicago; and James H. 

Taylor, president of the Cary-Taylor Corporation, Fort 
Worth, Texas. 


Left to right: Mrs. Orpha Daly Mohr, purchasing agent, 
Chicago Wesley Memorial Hospital, Chicago, secretary- 
treasurer of the N.A.H.P.A. and program chairman of 
the Purchasing Section, Tri-State Assembly; Everett 
Jones and guest speaker Charles U. Letourneau, M.D., 
editorial director, HOSPITAL MANAGEMENT, director of the 
program in hospital administration, Northwestern Uni- 
versity. Dr. Letourneau spoke on “The Place of Pur- 
chasing in Hospital Administration.” 
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Left to right: Sol Singerman, former purchasing agent, 

Michael Reese Hospital, Chicago, now with American 

Cyanamid Co., also past national board member of the 

N.A.H.P.A.; Queenie Carter, Peoples Hospital, St. Louis, 

Mo.; and Sister Margaret Mary, St. Joseph Mercy Hos- 
pital, Fort Dodge, Iowa. 


Left to right: Paul D. Scheele, chairman, Building and 
Furnishings Section of Purchasing Workshop, assistant 
to vice president in charge of sales, American Hospital 
Supply Corporation and George Sprague, assistant ad- 
ministrator of Silver Cross Hospital, Joliet, Ill. 


Governmental Purchasing 


® THE NATIONAL INSTITUTE OF GOVERNMENTAL PURCHASING 
will hold its Thirteenth Annual Conference and Prod- 
ucts Exhibit at the Hotel Statler Hilton in Boston, 
Massachusetts, on October 5-8, 1958. More than 1,500 
federal, state and local procurement executives will at- 
tend the sessions. One hundred leading American firms 
will display their products to delegates. The NIGP Con- 
ference and Exhibit is an outstanding event in public 
procurement. All persons identified with or interested 
in the procurement function are invited to attend these 
sessions which aid public purchasing executives in their 
daily search for “More Value for the Tax Dollar”. # 


Purchasing Institute 


= A NUMBER of our members have inquired about the 
Purchasing Institute which is being held in East Lan- 
sing at Michigan State University. The dates are: July 
14 to 18. This Institute is being conducted by the Amer- 
ican Hospital Association. For information and applica- 
tions, write to: 

The American Hospital Association, 18 East Division 

Street, Chicago 10, Illinois B 
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Left to right: Cecil M. Newcorn, purchasing director, 
University of Kansas Medical Center, Kansas City, Mo., 
past president of Kansas City Area Hospital Purchasing 
Agents Association; Harvey Bennett, purchasing agent, 
Independence Memorial Hospital, Independence, Mo. 
and Edward Grapp, purchasing agent, Miners Memorial 
Hospital Association, Williamson, W. Va. 


2s xh ree P| 
Left to right: Fred Knight, purchasing director, Uni- 
versity of Illinois Research Hospital, Chicago; and Mrs. 
D. Werner, Weld County Gen. Hospital, Greeley, Colo. 











The salesman from the pharmaceutical 
company is here, doctor. 
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Shopping Around 





with Orpha Mohr 


Nonwoven Fabrics — 


™ A RELATIVELY NEW CONCEPT of 
fabric making brings with it the 
promise of changes in the kinds and 
structure of textile products used in 
the hospital of the future. Whereas 
for 4,000 years the basic force uti- 
lized in holding even the strongest 
fabric together has been the friction 
of fiber against fiber, the new con- 
cept in textile manufacturing is the 
use of the action of a binding mate- 
rial to hold fibers together in a 
fabric. 


Traditional Concept 


The traditional concept of fabric 
making involves the processing or 
spinning of fibers into yarns which 
are then made into fabrics by such 
means as weaving, knitting or 
braiding. The new concept allows 
the processing of fibers directly into 
a fabric which is referred to as a 
nonwoven or bonded fabric. Natural 
or man-made fibers may be used. 

Some people may be inclined to 
interpret the term “nonwoven fab- 
ric’ as meaning any material used 
as a textile product which is not 
made of yarns interlaced by a 
traditional procedure. This broad 
interpretation makes possible the 
inclusion of unsupported plastic 
films, flexible laminated and rein- 
forced plastics, plastic foams, felts, 


_—— 


Miss Tapscott is assistant professor, and 
Supervisor, Textile Research Laboratory, Tex- 
tiles and Clothing Division, School of Home 
Economics, The Ohio State University, 
Columbus, Ohio. 
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Disposables 


by Alma F. Tapscott 


waddings and paper. Some of these 
products, even though strictly 
speaking not textile fabrics, may 
have some potential for hospital use 
either now or for future develop- 
ment. 

To completely divorce these 
closely related materials and the 
industries which produce them from 
the field of nonwoven textiles is not 
possible. The chemical, plastics and 
rubber industries contribute basic 
ingredients used in making non- 
wovens, Many of the above men- 
tioned materials become components 
of end products in which nonwoven 
fabrics are a basic part. 

Actually much of the art and 
technology of felt and wadding 
manufacture and paper making is 
included in the making of the so- 
called newer nonwoven or bonded 
fabrics. Already there is consider- 
able overlapping in some of the 
methods of production and the type 
of end product in certain cases. In 
fact, conventional felt is the original 
nonwoven fabric, but it is excluded 
from modern nonwovens because 
the making of felt depends upon the 
natural characteristics of the fiber 
to form a fabric structure without 
yarns. 


New Concept 


In order to establish the modern 
meaning of the term “nonwoven or 
bonded fabric”, an official definition 
has been drawn up by ASTM! as 
follows: 


“A structure consisting of a 

web of fibers held together with 

a cementing medium which 

does not form a _ continuous 

sheet of adhesive material.” 
The fabrics which come within the 
limits of this definition are those 
which are technically referred to as 
nonwoven fabrics. 

The potential of this new concept 
is so great that in spite of “many 
growing pains” a new industry is 
evolving. Practically unknown ten 
years ago, the nonwoven industry 
is now considered to be well-estab- 
lished. Current trends indicate con- 
tinued rapid growth and, in general, 
experts predict a very bright future. 

This optimistic view is based on 
the fact that, functionally, the non- 
woven process of fabric making 
lends itself extraordinarily well to 
“engineering for end-use”. At the 
same time economic advantage is 
possible because the metheds of 
processing also lend themselves to 
the most advanced methods of pro- 
duction — automation. It has been 
suggested that a future production 
setup might be an arrangement 
where at one end the basic ingredi- 
ents such as fibers end resins, de- 
pending upon the particular product 
and end-use, would be put into a 
hopper. From there on would be 
a continuous automatic processing, 
most probably electronically con- 
trolled, at the end of which would 
be the emergence of the completed 
product. Such a product destined 
for hospital use might emerge pre- 
packed and pre-sterilized (if sterili- 
zation is necessary), packed in a 
dispensing carton, completely ready 
for immediate use. 

In actual practice, this new con- 
cept of fabric making allows both 
the by-passing of the expense in- 
volved with yarn making and tra- 
ditional fabric construction and the 


ASTM Standards on Textile Materials, 
ASTM Committee D-13. Philadelphia: 
American Society for Texting Materials, 
1956, p. 6. 
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use of short fibers which would 
otherwise be waste, thus providing 
real means of reducing costs. The 
nonwoven method makes possible 
the production of some textile items 
at a price so low that it is just as 
economical, if not more so, to 
“throw away and buy new” rather 
than “clean and use again”. In 
other words the nonwoven process 
makes economically feasible the 
production of “disposables”. 

It should be made clear, however, 
that it does not necessarily follow 
that all nonwovens are inexpensive. 
Neither are all nonwovens used for 
“disposables”, Nonwovens are also 
made for “non-disposable” purposes 
which may require a high degree of 
durability. Generally speaking the 
cost of nonwovens is said to vary 
over a wide range, falling some- 
where between the costs of non- 
woven’s two biggest competitors — 
paper and woven fabrics — when 
produced for similar end-uses. 

Fortunately, for hospital use, the 
less expensive fibers, namely cotton, 
rayon and acetate are exceptionally 
well suited. The nature of hospital 
uses, the inherent characteristics of 
the aforementioned fibers and their 
relatively low cost make an excep- 
tionally good combination for the 
requirements of “disposables” and 
should augur well for nonwoven’s 
ready acceptance and expanded 
use. 


Making Nonwoven Fabrics 


The general procedure of making 
nonwoven fabrics begins with the 
opening and blending of fibers by 
means of standard textile equip- 
ment or other established methods. 
Next is the formation of the fiber 
web which becomes the basic struc- 
ture for the fabric. Textile or paper 
machinery may be used. In many 
cases specialized machinery has 
been or is being developed. 

The type of machinery used is 
usually determined by the kind of 
product to be made. The kind of 
web-forming machinery determines 
the speed of production, the width, 
and the orientation of the fibers in 
the web. The strength qualities of 
the resulting fabric are closely re- 
lated to the direction in which the 
fibers are laid by the web-forming 
machine. 

After the formation of the web 
comes the bonding operation. Bond- 
ing may be achieved by different 
methods, one of which is by the use 
of low melting point thermoplastic 
fibers which become the binding 
agent when the web is subjected to 
heat and pressure. Thermoplastic or 
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thermosetting powders may be used 
instead of thermoplastic fibers. 
Other methods involve the use of 
liquid dispersion types of binders 
which may be applied by print rolls, 
coating, immersing or _ spraying. 
Drying and curing are _ essential 
when liquid binding agents are 
used. Although some nonwoven fab- 
rics are used in the greige, others 
are put through additional finishing 
processes appropriate to the in- 
tended end-use. 

The rate of production is much 
slower on textile machinery than 
can be obtained with paper ma- 
chinery. However, the quality of 
the products produced by these two 
types of machinery differs. The 
products made on paper machinery 
tend to have a “papery” hand and 
are less drapable than those re- 
quired for some textile uses. When 
either of the basic types of machine- 
ry is used a wide range of qualities 
is possible depending upon the 
kinds and amounts of fibers and 
bonding agents used, as well as the 
amount of heat and pressure used 
in the bonding process. As special- 
ized machinery and new bonding 
agents are developed this range of 
qualities may become even more 
diversified. 

Even as it is being established 
that one of the basic characteristics 
of a nonwoven is the use of a bond- 
ing agent to dimensionally stabilize 
the fabric, information is being re- 
leased concerning processes which 
make possible non-bonded non- 
woven man-made fiber fabrics. 
Physical or mechanical interlock- 
ing and densification of fibers is 
achieved by means of a_ needle 
punching process which results in a 
felt-like material. As yet this proc- 
ess is limited in use and relatively 
expensive, but as it allows the omis- 
sion of resins which can interfere 
with some end-uses, it appears to 
hold future promise. It is thought 
that this type of product may have 
some application in surgical uses. ® 
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Continued from page 51 

Boy Scouts and Explorer Scouts 
responded readily to their call and 
served as litter bearers loading and 
unloading the ambulances and sta- 
tion wagons. 


Communications 


Telephone service was available 
but was not used because of the 
excellent communications provided 
by amateur radio operators. This 
made it possible for all concerned to 


keep in close contact with both hos- 
pitals and the convoys while in 
transit. The conditions of the pa- 
tients were reported at the time of 
loading and instructions for their 
care were given. This made it pos- 
sible for the receiving hospital to 
alert the personnel regarding equip- 
ment that must be available when 
the next convoy arrived. Patients in 
oxygen or receiving intravenous 
fluids were transferred without ce- 
lay or interruption of treatment. 

All patients were properly tagged 
so that there could be no danger of 
wrong identification, the tag giving 
all pertinent data regarding condi- 
tion and new accommodations. 

Since this was a civil defense 
program, all local hospitals were 
notified and responded to the call. 
Medical services were provided by 
interns, residents and nurses from 
all hospitals. Patients in critical con- 
dition were transported with a 
physician in attendance at all times. 
All other patients were accompanied 
by a nurse. 


Convoys 


The transfers were accomplished 
by convoys composed of ambulances, 
station wagons and police escorts. 

They were scheduled to leave at 
half-hour intervals to avoid delays 
in the sending or receiving of pa- 
tients. In all instances, the more 
seriously ill patients were loaded 
last and unloaded first. 

As this was a planned evacuation, 
all patients were given a complete 
physical examination before and 
after the transfer by their own 
physician or in their absence by the 
assigned civil defense physician. 
Conditions were noted on the chart 
in order to avoid any legal compli- 
cations. 

The entire transfer was com- 
pleted in less than three hours with- 
out complication. Sunday dinner 
was served on schedule to the pa- 
tients in their new surroundings. 

All personnel assisting in the 
transfer were guests of the hospital 
for luncheon. In order that the Boy 
Scouts could obtain experience in 
mass feeding, they were given the 
task of assisting in the preparaticn 
and serving of food as well as in the 
clean-up detail. 

“Operation Good Neighbor” wiis 
a scheduled exercise. Many hours of 
planning preceded the actual tran<- 
fer. A hospital was moved, but the 
experience gained in handling live 
patients will be invaluable to civil 
defense and all who assisted in the 
neighborhood project. " 
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DEUTSCHER 
Continued from page 45 


Robert Bullock deals directly with the problem of job 
satisfaction. Bullock’s job-satisfaction scores indicate 
that the most “satisfied” nurses were found in doctor’s 
offices. Second came industrial and public health 
nurses, with private duty in third place. Hospital head 
nurses, supervisors, and directors of nursing ranked 
next-to-last, and the general duty nurses had the 
lowest satisfaction scores of all.’ At this point it would 
be well to caution the reader to recognize the implica- 
tions of the term “satisfaction.” Do we want nurses 
whe are “satisfied?” After all, cows, like doctors’ office 
nurses, are satisfied. There is probably an inverse re- 
lationship between the extent of one’s aspirations and 
the feeling of responsibility and involvement in one’s 
wo: x, on the one hand, and the feeling of “satisfac- 
tion” with the work, on the other hand. In other words, 
young people are more apt to be shooting high—and 
general duty nurses are a younger group than any 
of :he others mentioned—and, having higher aspira- 
tiors, are less likely to be satisfied with things as they 
are If you are going some place and want to be some- 
boc, you must be dissatisfied with where you are 
and who you are now. In addition, head nurses, su- 
pervisors, and directors are people who are in a po- 
sitiin to see things that are “wrong” and have some 
responsibility for making these things “right.” If these 
people were “satisfied,” they would not likely be per- 
forming their jobs well. 

Contributing to the sense of frustration (or “dis- 
satisfaction”) among nurses in responsible positions— 
and we might add that the doctor’s office nurse is not 
in a responsible position; other than her functions as 
receptionist and bookkeeper, she is merely an assistant 
to the physician, carrying out his detailed and specific 
orders under constant supervision without the exercise 
of any personal initiative—is the fact that they feel 
that they have responsibility without the authority 
needed to back it up. On the basis of his job satisfac- 
tion material Bullock concludes: 


Nurses seek recognition as _ professionals 
worthy of trust and responsibility. They resent 
or are dissatisfied with a status that entails 
“obedience” and the acceptance of criticism 
without complaint, rather than a status that 
involves “cooperative effort” and participation 
in planning and decision. 

Nor is Bullock alone in this interpretation of much 
of the dissatisfaction found among graduate nurses in 
the hospital today. Hans Mauksch has observed the 
predicament of the nurse who carries a burden of re- 
sponsibility on the one hand, but on the other hand 
lacks the power, authority and privileges which should 
complement and augment that responsibility. In his 
own words: 

It can safely be said that in the entire range 
of human occupational pursuits there is hard- 
ly a work situation to be found which com- 
pares in complexity and built-in frustrations 
with that of the head nurse. No one has as 
many responsibilities with as little power. = 


*Robert P. Bullock, What Do Nurses Think of Their Profession? 
—— Ohio: The Ohio State University Research Foundation, 
4, 


‘Hans O. Mauksch, “Nursing Dilemmas in the Organization of 


ot. Care,"" Nursing Outlook, Vol. 5, No. | (January 1957), pp. 
1-33, 
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Find out how beautiful your floors 
can really be... how much ADVANCE 
floor maintenance equipment 

will save for you... 


in your own building! 


For as little as 10¢ a day, you can own ADVANCE floor 
maintenance equipment that will give you faster, lower 
cost floor care—save you hundreds of dollars in labor costs 
every year. The amount this equipment can save for you, 
of course, depends on the size of the floor area to be main- 
tained and on the quality standards you have established. 

Why not prove to yourself why ADVANCE floor machines 
and vacuums perform better—operate easier—will save you 
more. Most ADVANCE distributors are now offering a plan 
for you to test this equipment free for 30 days in your own 
building. If, after using it for 30 days, you’re not 100% 
satisfied with the improved appearance of your floors, 
and with the cost reduction and labor saving—return the 
equipment and it costs you nothing! Call your ADVANCE 
distributor, or mail this coupon today. 


Get full details—mail coupon today! 


ADVANCE 
FLOOR MACHINE CO. 


4102AJ Washington Ave. North 
Minneapolis 12, Minnesota 








Please send literature on ADVANCE floor machines and 
vacs and details about the 30-day free trial offer. 


Name. 





Title 





Company. 








For more information, use postcard on page 119 
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701 — No Handle Cup 


® THIs is a hot drink cup, and it comes in two sizes, either six 
or eight ounces. It features a wide base to minimize chances of 
tipping or spilling. Diameter of either size cup is the same. One 
lid fits both cups. 


X-Ray Microfilm Camera 


® THE CAMERA takes 100 feet of 35mm film; provides 750, 14 inches 
by 17 inches of exposures per roll. Has an illuminator base, posi- 
tioned for proper reading and filming of the x-rays, upright. Also 
has copying lights to illuminate the material to be microfilmed. 
A three-position switch on the front of the illuminator base con- 
trols lighting; an convenient foot switch provides automatic cam- 
era action. 


Disposable Plates 


® THESE PLATES are of molded pulp, and come in dinner, luncheon 
and dessert sizes. Designed for smaller portions, the nine and 
one-quarter plate will allow the food service operator to display 
his food portions on a compartmented plate. 


Counter-Dispenser 


® THE DISPENSER holds 20 tablets and releases them one at a time 
at the press of a plunger, eliminating much of the usual handling. 
Plastic parts include a red case designed and molded for easy grip 
by the fingers, a red rotating disk which holds the tablets and a 
clear plunger at the top in handy position for the index finger. 
The hub at the center is part of the molded design of the trans- 
parent butyrate face, as are also the numerals and label panel. 


Bed for Physical Therapy 


® ITS PURPOSE is to provide for patients too weak or ill to 
be transferred to a chair for the sitting position or to a tilt table 
for therapy treatment and to accommodate prescribed treatment 
to aid in weight-bearing and prevention of related complications 
caused by prolonged periods cf the body lying in a supine po- 
sition. 


Thermotainer 


™ FOR MASS FEEDING installations, holds large quantities of hot 
food. Nine large compartments hold twenty-seven 12 by 20 by 2 
inch pans. Compartments have a damper for moisture selection 
and one thermostat controls all compartments. 
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707 — Ultrasonic Unit 
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@ SELF-CONTAINED ultrasonic installation for cleaning, immersion or spray rinsing of hospital 
equipment. Cleaning takes only a few minutes with minimum operator attention. Protein, 
tissue and most other contaminants are quickly and thoroughly removed. Even “frozen” 
syringes, clogged needles, and strained instruments can usually be cleaned in the tank with 
special chemicals and longer immersion. 


Analyst Projector 


® DEVELOPED for the radiologist doing cineradiography, offers the same advantages and features 
“desired by the specialist interested in any time-motion study using 16mm film. Features variable 
projection speed from six to 20 frames per second, instant single frame viewing by remote con- 
trol push button, reverse motion at any moment desired and flickerless projection. 


Electric Hand Lamp 


™ THIS LAMP FEATURES sealed-beam heads and operates on two standard six-volt lantern batteries. 
This lamp has the thermal flasher unit contained in the bulb itself, this eliminates need for sep- 
arate fiashing mechanism. The flasher arm is adjustable for use in either an upright position or 
in a horizontal plane when folded down over the handle. Two separate switches are provided to 
operate the flasher and white light independently. 


Hand Sighting Level 


®@ THE LEVEL provides a level line of sight for laying out building lines in construction and in 
building maintenance. A hand-sighting precision instrument factory calibrated to be accurate to 
within one-third of one degree. Used like a telescope it is only necessary to manipulate until 
bubble, reticle and object are coincident to determine exact eye-level. 


Sterile Paper Tubing 


® THIS PAPER TUBING has a “built in” indicator and cne-inch markings to aid in cutting the tubing 
to any desired length. There is white space for noting the date and description of the enclosed auto- 
claved item. The tubing contains a special ink formulation which changes color from purple to green 
when proper sterilizing conditions of time, steam and temperature have been met and maintained. 


Nurse's Footwear 


®™ THis new conductor sole shoe has been designed for nurses who prefer the casual loafer style. 
Constructed with wedge heel and expandable vamp that hold shoe snugly on the foot. Conduc- 
tive soles guarantee protection against dangerous static build-up in anesthetizing areas. 


Patient-Proof Mattress 


THE PATIENT-PROOF MATTRESS eliminates the need for plastic or protective sheeting and makes 
cleaning much easier. It now comes with a waterproof anti-static ticking that has been sanitized 
to become one more link in the chain to curb infections in hospitals. The sanitized process makes 
the ticking resistant to mold and mildew. It also retards perspiration and other odors. 














714 — Detachable Bag and Cart 


™ TENSION ALONE supports the detachable canvas bags used with 
the pick-up cart. There are no hooks or prongs, the user simply 
hangs the lip of the bag on the upright farthest from him and pulls, 
snapping it in place on the nearest upright. Spring steel frame, pro- 
vides the tension; mounted on a hard wood dolly and has special 
handle for guiding cart. 


Wash Cloth 


® THIs product is disposable, made of bulk non-woven cotton. 
May also be used for autoclaving where a huck towel is now used, 
on the prep trays or as a filtering cloth for liquids. 


Flow-Sensitive Resuscitator 


™ BY SETTING the automatic cycling rate control, the unit main- 
tains respiration when used as a resuscitator or respirator. Be- 
cause of the flow-sensitivity the cycling mechanism does not in- 
terfere with the activation of the valve by normal respiratory ef- 
fort. During automatic operation the patient can take over and 
breathe his own pattern without being blocked or restricted. The 
respirator will again cycle automatically if the patient stops 
breathing or slows his breathing below the set cycling rate. 


Anticholinergic Pharmaceutical 


" A NEW anticholinergic agent is both effective in the treatment 
of functional and organic colon disorders; free of the side-effects 
commonly encountered with anticholinergics. The agent differs 
from other anticholinergics in that it has a high selectivity for the 
colon, thus fulfilling the clinician’s need for a drug that can restore 
normal tone and motility to the colon while exerting little or 
no clinically significant efforts elsewhere. 


Linen Truck 


™ A HEAVY-DUTY BASKET TRUCK for bulk handling of soiled or clean 
linens. Of all-steel construction; has a furniture type finish. Fully 
ventilated and easy to keep sanitary. 


Diaper Pail 


™ POLYETHYLENE PLASTIC PAIL with a germicidal dispenser molded 
integral with the lid. When the lid is raised, the dispenser auto- 
matically measures the proper amount of the germicide solution, 
spraying each diaper as the lid is replaced. 


Urinal Deodorizer 
® The product deodorizes and also sanitizes by an almost total, 
chemical destruction of bacteria. When moisture hits this product, 


and anti-bacterial chemical vapor is released; the chemical neu- 
tralizes smelly, organic matter and destroys the odor at its source. 


Sterilizer 


® THIS STERILIZER is used for large kitchen utensils and insulated 

containers. It performs all operations for sanitizing containers and 

utensils of any shape, with diameters up to 25 inches, and pre- 

heats insulated containers. Has rolled safety rim, heavy duty cross 

spokes, to elevate container being sanitized and many other fea- 

tures. All iron and steel parts with extra thick hot tin dip protec- vs 
tive coating. 719 
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722 — Dry Ice Storage Cabinet 


™ CABINETS are double walled with fiberglas insulation; comes in 
nine sizes, with capacities from 100 pounds to 3,000 pounds of dry 
ice; all have hinged double wall insulated covers. 


Aluminum Hospital Truck 


® LIGHT-WEIGHT hospital truck for use in conveying supplies from 
one section of the hospital to another. These trucks are equipped 
to travel through long narrow passageways, up and down steep 
ramps. Truck has a fifth wheel strategically placed in the center 
of the truck. With the flip of a small foot lever the wheel is re- 
leased from its retracted position, held tight to the floor by spring 
tension. 


Laminated Finish 
™ THE FINISH is a hard, clear resin overlay. Provides invisible, 


armor-like protection for the grain of fine woods. Its optical prop- 
erties heighten natural beauty of wood grains. 


Plug Guard 





™ FOR USE IN HOSPITALS, where potentially dangerous electrical 
equipment is used. Comes with a key-operated nylon safety bar 
which, in its locked, projecting position, prevents the entrance of 
the plug into an electrical outlet. The safety bar is retracted by 
turning the key to the unlocked position thereby making it possible 
for the plug to fit into an outlet. 


Mealcart 


™ automatic refrigeration keeps cold food cold and water-proofed 
heaters in an insulated oven compartment keep hot foods hot. 
Step-down design provides an unobstructed setup area at serving 
counter height for full-size trays, up to 154% inches by 20% inches, 
just beneath the beverage dispenser. 


Surgical Operating Table 





™ DESIGNED for adaptability to all surgical needs. Separate, un- 
hinged table top sections can be independently adjusted for special 
procedures, and sections can be completely removed for substitu- 
tion of specialty components. A set of orthopedic components 
makes it possible to use the table for all types of orthopedic and 
fracture work. 


Drum Top 


™ THIS TOP converts any 55-gallon drum into self-closing waste 
receptacles that are sanitary, fire-resistant and litterbug elim- 
inators. Equipped with holddowns — one adjustable and two rigid 
clamps that lock drum tops to drum rim and provide quick, easy 
removal and replacing when emptying drums as well as preventing 
accidental removal. 


Silverware Handling Cylinders 


™ THESE CYLINDERS are deep drawn and one-piece, with a rounded 
corner base, The raised bottoms of these stainless steel cylinders 
are designed so that water may drain off the silverware freely. 
The silver is washed, eating portions up, in cylinders, and then 
tumbled into empty sterile cylinders, eating portions down and 
protected. 
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Management Aids 





730 — Listening For Color 


® A BOOKLET on the subject of color in the office has been pub- 
lished by Wood Office Furniture Institute. Numerous office in- 
stallation scenes, all in color, are shown to complement the simple 
text of the booklet. It offers a camera’s eye view of the subject. 
Explored in the text is the effect of color on ourselves and our em- 
ployees. 


Electrocardiograph 


= A NEw 12-page folder tells in pictures and “question and an- 
swer” form the facts of primary interest to a doctor, about the new 


18-pound “brief case” size electrocardiograph, by the Sanborn Co. 730 


Public Service Brochure 


a “POISON PROOFING YOUR HOME” has been prepared for the public by Johnson and Johnson. The 
eight-page two-color brochure dramatizes the problem of accidental chemical poisonings in chil- 
dren, lists common household products most responsible for poisoning. Suggests ways of pre- 
venting such occurrences. Points out how to recognize poisoning symptoms. Provides rules to be 
applied should the child take the poison. 


infrared Spectrophotometers 


® BROCHURE, published by Beckman/Scientific Instruments Division, emphasizes the design and 
performance features of the double-beam and single-beam infrared spectrophotometers. Lists the 
complete line of liquid, gas and solid sampling equipment available for these versatile low-cost in- 
struments. 


First Aid Film 


= a NEW American Red Cross color motion picture, demonstrating the proper methods of first aid 
is now available for public showings. The 16mm film was produced in two reels with a combined 
running time of about 29 minutes. The two parts, each with four sections, cover the basic lifesaving 
and related skills taught in the standard course. 


Plumbing Fixtures 


™ THE TWO-COLOR, 32-page brochure is issued by Kohler Company, and is filled with photographs 
and descriptions of 100 major building projects in which plumbing fixtures have been installed. In 
addition the publication presents listings of more than 200 other major projects which are a sam- 
pling of recent and representative installations of the fixtures. 


Interior Design 


® A BROCHURE published by United States Plywood Corporation, designed to aid business and in 
stitutional executives in planning either original installations or remodeling of the interiors 

their buildings. The brochure, entitled “Functional Beauty for Interiors,” contains 110 photo 
graphs illustrating good planning and installation of offices, board rooms, lobbies and spec 
function areas such as operating rooms. 


Junior Spectrophotometer 


® THIS BULLETIN describes the Coleman Junior spectrophotometer, now offered in three mode! 
and with a choice of four power supply arrangements. Two band-widths are available, 35 and 
millimicrons. Two of the models are equipped for plug-in use as sensitive galvanometers in co::- 
junction with flame photometers and photofluorometers. The bulletin gives details on wide ran: 
of cuvettes, cuvette adapters which enables measurement of samples. 4 
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SISTER CHRISTINA 
Continued from page 72 


The Egyptians long ago discovered 
materials for sketching their hiero- 
glyphics and etching their cursive 
script. A certain marsh weed was 
split into strips and pasted together 
into large sheets. Pale yellow in 
color and tough to withstand usage, 
it was called papyrus. The deriva- 
tion of the word “paper” is from 
that name. Paint or ink was made 
from vegetable gum and mixed 
with soot to give it a black color. 


cyptian Medicine 


“he oldest historic phases of 

\dicine known came from medi- 

{ papyri and from pictures and 

‘vings on the walls and door 
».5ts on the tombs of the pharaohs. 
'se papyri of Ebers, Smith, Hearst 

d others have been so named be- 

use they were either discovered 

owned by those individuals. The 
“ners papyrus contains the classi- 
ivation of diseases. The E. Smith 
apyrus consists of 48 cases of clini- 
cal surgery. From the hieroglyphics 

’ the papyri, it is evident that 
arly medicine in Egypt was similar 
to the dualistic concept. This con- 
cept was based on the belief of 
good and evil spirits and their 
benevolent or baneful influence. In 
some instances medicine was based 
on astrology. It was believed that 
the planets influenced man’s life 
and fate. 

The Egyptian Thoth, also known 
as Althothis, was held in high re- 
gard because he is credited with 
having written some books on 
Egyptian civilization. Six of those 
deal with medicine. The medical 
precepts were cut upon stone pil- 
lars and later inscribed upon pa- 
pyrus. 


The Cuneiform Script of the 
Babylonians 


Further development in writing 
came from the Babylonians, as they 
were originally called. They in- 
habited the plain of Shinar, the 
southern portion of Mesopotamia. 

Because of an extensive com- 
merce, the people were obliged to 
keep records. Early writing was 
pictography on pieces of clay. As 
speed in writing became necessary, 
the pictures were simplified into 
wedge-shaped or cuneiform char- 
acters. The Babylonian system of 
writing consisted of 500 to 600 sylla- 
bles. The signs were imprinted on 
tablets of soft clay by a triangular 
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writing instrument or the corner of 
a square tipped writing-reed. Tab- 
lets holding records of special im- 
portance were baked, then recoated 
with clay, recorded and then re- 
baked. If the outer covering were 
defaced by some accident, the com- 
plete record would be preserved 
on the inner coating of the tablet. 
The brickbooks were carefully pre- 
served in the public library. 
Hammurabi (2250 B. C.), the 
most famous ruler of Babylonia, is 
highly regarded for a systematic 
arrangement of what is known as 
the oldest Code of Law. This code 


provided for regulation of medicine 
and surgery. It fixed a specific fee 
for operations and _ differentiated 
between fees for a freedman and 
a slave. 

Babylonian medicine was based 
on the Egyptian pattern. Internal 
medicine consisted of rituals to cast 
out the demons of disease. Astrol- 
ogy formed an important study 
and diagnosis was often sought by 
divination, an attempt to gain 
knowledge of future events by su- 
pernatural methods. The Baby- 
lonians excelled in preventive 
medicine. 








Completely automatic, this 100-kw 
Allis-Chalmers engine generator set 
provides stand-by power for ele- 
vators, emergency fire pump, operating 
room lights, fans — as well as 
emergency circuits and lights through- 
out the hospital. 


St. Elizabeth’s Hospital installs 
completely automatic emergency protection 


Outside power failures don’t disrupt vital services at St. Elizabeth’s Hos- 
pital in Brighton, Mass. An Allis-Chalmers Sure-Power engine generator 
set instantly picks up the load . . . automatically ... carries it until outside 


power is restored. 


There are Allis-Chalmers generating sets to fit your requirements—from 
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sel, natural or LP gas fuel. All three major components — engine, generator 
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Call your Allis-Chalmers engine dealer for a complete 
survey and recommendations. No obligation, of course. 
Let him supervise installation and provide periodic serv- 
icing, too. Reach for the phone — or write for illustrated 


bulletin “Life-saving POWER.” 


ALLIS-CHALMERS, ENGINE-MATERIAL HANDLING DIVISION, MILWAUKEE 1, WIS. 
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FOX 
Continued from page 39 


wise, should educate _ bedside 
nurses, not junior doctors. We have 
doctors! 


Expectations 


As an administrator, I have defi- 
nite views on what a nurse should 
know, what she should be able to 
do, and what kind of a person she 
should be. 

I expect a nurse to understand: 

1. The structure and function of 
the body in carrying out 
nursing procedures safely and 
skillfully. 

. Aseptic technique. 

. Effects of common drugs. 

. Symptoms which indicate that 
life may be in danger. 

. Emotional problems of pa- 
tients — the fears and ten- 
sions which accompany sud- 
den and long-term illnesses. 

. Signs — physical, mental and 
emotional. 


. Reporting to others in speech “ 


and writing. 


. Nursing procedures and how. 


to carry them out. 

. The value of listening, reas- 
suring and explaining. 

. Teaching patients. families 
and non-professional workers. 

I do not expect her to examine a 
patient and to call the doctor with 
a report as follows: 

“I have found, doctor, that your 
patient with the acute postero- 
septal myocardial infarction has 
developed complete heart block 
and now has auricular flutter 
with an idioventricular rhythm 
originating high and anteriorly 
in the left ventricle.” 

I do expect her to have the train- 
ing to report as follows on the 
same patient: 

“Doctor, your patient with the 
heart attack has developed an 
abnormally low pulse rate of 38 
per minute and his blood pres- 
sure is now 130 over 40. He is 
more cynotic, complains. of 
breathlessness and wants the 
head of his bed raised. I did this, 
started nasal oxygen and called 
you for further advice.” 

Not long ago I heard a leading 
nurse educator make the following 
statement: 

“In the not-too-distant future, 

the first duty of the nurse will be 

to interpret the doctar and his 
treatments to the patient.” 
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I hope I am on vacation the first 
time this happens at my hospital. 

I expect a nurse to 

1. Work closely with physicians, 
other nurses, non-professional 
workers and others contributing to 
patient care. 

2. Be concerned about the wel- 
fare of her patients regardless of 
age, sex, creed or economic status. 

3. Subordinate immediate per- 
sonal desires and work cooperative- 
ly for the welfare of all. 

4. Respect herself and her own 
contribution. 

5. Respect her profession and its 
contribution to human welfare. 


Accountability 

Whether they like it or not, most 
nurses are in the administrative 
and educational field and so I ex- 
pect accountability from the nurse 
to the administration of the hospital. 

Accountability covers a lot of 
skills and even mistakes. It covers 
the use and care of hospital equip- 


.*ment: It covers whatever is wrong 


that affects the patient, be it in the 
maintenance department or the di- 
etary department. It covers in- 
ventiveness and imagination. It 
covers loyalty to one’s fellow em- 
ployees, to the medical profession 
and to the hospital, but never loyal- 
ty to a point where it is detrimental 
to the patient. It covers communi- 
cation and giving to all concerned, 
including the administrator, their 
psychic income as a part of the 
team. 

I expect those nurses in the su- 
pervisory field of nursing to know 
and be all the things I expect of the 
bedside nurse. But the nurse who 
has displayed supervisory talent, 
possibly as a head nurse, does not 
need further training in a school of 
nursing. She needs it in the field of 
management. Companies who want 
to promote engineers to manage- 
ment do not send them back to a 
school of engineering. Management 
is another field better taught by ex- 
perts. 

Some nurses are innoculated with 
the idea that the administrator is 
responsible for everything bad and 
is incapable of doing anything good. 
It is his chief mission in life to see 
that nurses are underpaid and over- 
worked; that he created the eve- 
ning and night shift; that paperwork 
is his invention; that he will not 
buy them needed equipment; that a 
profit from operations is his sole 
aim and the only thing that will 
make him look good to his Board of 
Trustees. 


Part of this attitude is inherited 
from some directors and instructors 
in schools of nursing. There are 
some of these (I hope, only a very 
few) who have established quite a 
reputation for themselves as wits at 
the expense of the administration cr 
of the medical profession. 

“Nothing changes more con- 
stantly than the past, for the 
past that influences our lives 
today does not consist of what 
actually happened but of what 
men believe happened.” 

To listen to some nurses, one 
would think that no later than £0 
years ago,, student nurses were 
beaten daily, locked in cells at night 
and fed on bread and water, ard 
that nurses were exploited. It is 
much like the father who keeys 
telling his children how tough it 
was for him as a child—milked five 
cows before breakfast and walked 
three miles to school. Times have 
changed during the same period of 
time for a great many people. 
Nurses were not alone in fighting 
for better conditions. Many admin- 
istrators fought side by side with 
them and to do it we had to im- 
prove their financing and organiza- 
tion methods. We will continue this 
fight, if you will let us. 


Drudgery? 


Let us examine a recent issue of 
“R.N.” magazine. 


“HOSPITAL TRAINING CALLED 
DRUDGERY” 


When a_ newspaper headline 
shouts, “Nurses Called Hospital 
Slaves,” you naturally ask, “Who 
said that?” In this case, it’s the 
Oklahoma City Times—though it 
could have been Maxine Taylor, 
“a littke woman with a_ bushel- 
basket full of nerve,” as the Times 
describes her. Mrs. Taylor. the 
paper reports, is “waging” a one- 
woman fight across the country 
to stop what she terms “the ex- 
ploitation of nurses.” 

Actually, it’s student nurses that 
she’s concerned about. She wants 
them “out from under the strict 
supervision of hospital adminis- 
trators,” who, she charges, “are 
more interested in shaving costs 
with cheap labor than in training 
nurses.” 

A student, Mrs. Taylor esti- 
mates, makes 1,000 to 3,000 beds 
in a three-year training period. 
Isn’t such a girl “making beds for 
the hospital administrator so he 
can save costs?” she asks. 

It doesn’t take that many beds 
to learn how to make one, she 
adds, “Nor does it take thousands 
of hypos to learn how to give 
one.” It’s “this drudgery” that 
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to Hospitals 


and Schools of Nursing 


to inform nursing personnel regarding 
the effectual use and care of modern 
hospital equipment... 


PROCEDURE MANUAL No. 1 

“SAFETY SIDES—A PROVEN SAFETY MEASURE’’—Contains detailed in- 
formation about short side guards, and how they have reduced bed-fall 
accidents in hospitals across the country. 


PROCEDURE MANUAL No. 2 

“THE RECOVERY BED, LABOR BED, SPECIAL THERAPY BED” —Invalu- 
able in teaching correct use of this bed, in post-operative recovery rooms, 
labor rooms, and in special departments such as emergency or out 
patient department. 


PROCEDURE MANUAL No. 3 

“Hitow Beps’’—Detailed information about all types of Hilow beds, 
featuring the new all-electric push-button hilow bed. Backrest and 
Kneerest are operated electrically by patient or nurse. Cut-out switches 
for nurse control of backrest and kneerest. 


About the Author: Alice L. Price, R.N., M.A., B.S. degree from Purdue, Master’s 
degree from Wisconsin. Four years resident Nurse Women’s Residence Halls, Purdue; 
Three years Counselor, School of Nursing, Presbyterian Hospital, Chicago; Nursing Arts 
Instructor and Director of Nursing, several leading Midwest hospitals; Author of ‘““The Art, 
Science and Spirit of Nursing,’’ recognized as the leading textbook on Nursing Arts in U. S. 
and Canada, also other text books. Three years Nurse Consultant for Hill-Rom Co. 


Why not give your nurses the advantages of these helpful, educational tools. Address all 
requests for Procedure Manuals to Miss Price. 








Comments From Directors of Nurses 
On Use of Procedure Manuals: 


*“‘We’ve added a complete set of Procedure Man- 
uals to the Hospital Procedure Book on each 
Nursing Unit.”’ 


“The Procedure Manuals are written in the 
same easy-to-read style as Miss Price’s textbook. 
We’ve distributed the additional copies to our 
new class of students.”’ 


“The Procedure Manuals will insure better use 
of the 8 Recovery Beds which were delivered 
recently.” 


“Procedure Manual 3 has been a great help in 
informing hospital personnel about the use of 
our new All Electric Hilow Beds.” 


“Procedure Manuals have been of real value in 
our In-Service Training Program.” 
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keeps girls from choosing a nurs- 
ing career, she claims. 

Nurses should be trained in a 
strictly academic setting—in jun- 
ior colleges, not hospitals, Mrs. 
Taylor believes. Her home state, 
California, has already moved in 
that direction, she points out, and 
a number of other have followed 
suit. 


Some of these remarks need fur- 
ther analysis. 

If a student made 1,000 to 3,000 
beds in her training course, did she 
make them with the patient in 
them or out of them? I have been 
told by nurses whom I respect, that 
the time of making the bed and 
giving a bath to the patient is the 
best time for finding out about the 
patient and observing symptoms 
which she can report to the doctor. 
It is at this time that nurse-patient 
relationships are best developed. If 
a student nurse feels that giving a 
hypo is drudgery, then she better 
not be in nursing because she will 
be giving thousands of hypos dur- 
ing her nursing career. I think it is 
indicative that a nurses’ magazine 
should carry this propaganda with- 
out any comment explaining or re- 
futing it. 

There is no substitute for the 
nurse at the bedside in the mind of 
the public, the patient, the physi- 
cian, and the hospital administrator. 
Bedside nurses are the key person- 
nel in the hospital. We can show the 
true worth of the nursing profession 
only through devoted and distin- 
guished nursing service to the pa- 
tient. This requires that those en- 
gaged in nursing practice and nurs- 
ing education not only have a belief 
and pride in the nobility of service, 
but also a conviction of the value 
of bedside nursing to medicine ‘and 
to hospitals. Without such a convic- 
tion, there can be no willingness to 
meet the increasing needs for serv- 
ice. 


Pedestals 


have 


A great many pedestals 
toppled in the last 20 years. The 
medical profession is still in a state 
of shock over the fall of theirs. It 
doesn’t affect the public one iota to 
know that, due to the progress of 


medical science, they can be 
healthier and live longer. They only 
know that they have to see a differ- 
ent doctor if their eyelid twitches 
than the one they saw when Willie 
cut his finger, and there is no one 
to advise them except a psychiatrist 
if they are emotionally upset. 

Hospital administrators never had 
a pedestal! 
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Nurses, your pedestal is at about 
the angle of the Tower of Pisa. You 
had better have a good look at what 
is pushing it out from under you. 
Maybe you don’t want to be on a 
pedestal. Maybe you want the cash 
and let the credit go. You are not 
alone. The dedicated person be- 
comes harder and harder to find. 
Sophistication and materialism are 
the order of the day. But don’t you 
sometimes wish you could recapture 
that high emotion that was yours 
the day you first wore that starched 
white uniform and cap and had 
stars in your eyes? 

Don’t let them take that uniform 
away from you! And, doctors and 
administrators, I exhort you to keep 
the stars in the eyes of our nurses 
with adequate remuneration, both 
in dollars and appreciation. 

“The wind passeth over it, and it 

is gone; 

And the place thereof shall know 

it no more.” x 





Nurse’s Lament 


™ ELEVEN O'CLOCK and the evening’s 
work was done for another day! 
The nurse breathed a tired sigh and 
put her charts away. 


Then sat for a moment and bowed 
her head over the little white desk; 
“IT. wonder,” said she to herself, 
“after all, am I really doing my 
best?” 


“Perhaps I could have begun the 
day with a brighter, cheerier smile, 
and answered the bells with ‘right 
away’ instead of ‘after awhile.’ 


“And I might have listened with 
sweeter grace to the story of six’s 
woes; 

she may be suffering more, perhaps, 
more than anyone knows.” 


“And I might have refrained from 
the halfway frown, although I was 
busy then, 

when the frail little girl with sad 
blue eyes, kept ringing again and 
again.” 


“And I might have spoken a kinder 
word to the heart of the restless 
boy, 

and stopped a moment to help him 
find the missing part of his toy.” 


“Or perhaps the patient in Eighteen 
A, just needed a gentle touch; 
There are lots of things I might 
have done and it wouldn’t have 
taken much.” 


And sighed again and brushed a 
tear, Then whispered—praying low: 
“My God, how can you accept this 
day, when it has been lacking so?” 


And God looked down—He heard 
the sigh, He saw the shining tear; 
Then sent his angel messenger ‘o 
whisper in her ear. 

“You could have done better today, 
But, Oh, the omnipotent one, 

seeing your faults does not forget, 
the beautiful things you have done.” 


“He knows, little nurse, that your 
work in this house of pain ard 
sorrow, 

so gladly forgives the lack of today, 
for you will do better tomorrow.” 


The nurse looked up with a gratef:il 
smile, “Tomorrow Ill make it 
right;” 

Then added a note in her ord:r 
book: “Be good to them tonight.” « 


—Author Unknown From The Voi-e 
of Hillcrest. 





Fishing Time 


™ FISHING IS GOOD MEDICINE for 
mental patients at Veterans Admin- 
istration hospitals. 

The unique rod and reel therapy 
gives patients self-confidence and 
a sense of achievement which helps 
in recovery of their health. 

For example, at the VA hospital 
Tomah, Wis., veteran-patients are 
getting ready for the fishing season 
in occupational and manual arts 
shops by fashioning fishing “plugs” 
and tieing “flies.” The men are 
making or assembling and painting 
12 different kinds of “plugs” used 
in fishing for walleye and nothern 
pike. 

As the trout season opens in Wis- 
consin, the patients will be out on 
the hospital grounds practicing cast- 
ing into auto tires arranged at vari- 
ous distances and angles. They use 
hookless “plugs” in these practice 
sessions which are under the guid- 
ance of fishing instructors. 

From May through September, 
the fishermen are transported by 
bus three times a week to nearby 
lakes for morning and afternoon 
fishing parties. Last year, 400 pea- 
tients regularly participated in the 
trips. 

The fish that are caught are 
served to the fishermen in fish frys 
held on the hospital grounds, or are 
served at dinner to the particuler 
wards whose patients caught tke 
fish. 

The record for the biggest fisn 
was established last year by a pz- 
tient who caught a northern pike 
that measured 35 inches. And <s 
might be expected from a fishei- 
man, the patient still maintains th:t 
it measured at least 40 inches. 4% 
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Consultant’s Notebook 


by E. M. Bluestone, M.D. 


® IN NO CASE should the committee 
of the lay board meet with the com- 
mittee of the medical staff in joint 
conference in the presence of a 
cold agenda which has not been 
studied carefully and documented 
in advance. 


The bill for “deferred mainte- 
nance” becomes larger with time 
since mischief multiplies and in- 
tensifies as it gets its foot in the 
door. The immediate saving here 
results in disproportionate waste in 
the end. 
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SUPER-SELVAGE 
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Your linen source can supply you with 
all these fine Dundee products: 


HUCK AND TURKISH TOWELS; BATH MATS (both plain 
and name woven) * CABINET TOWELING * FLANNELETTES 
DIAPERS * DAMASK TABLE TOPS AND NAPKINS 


CORDED NAPKINS ° 


DUNFAST ALL-PURPOSE FABRICS 


DUNDEE MILLS, INC., GRIFFIN, GEORGIA 


Showrooms: 40 Worth Street, New York 13, N. Y. 
SDaunde THE NAME TO REMEMBER WHEN BUYING TOWELS 
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Solicitation of funds at the 
proper time during health should 
be based on the generosity of the 
hospital during illness. 

° 

I want to see more advantave 

taken of opportunities in hospita's. 
e 

A fair yardstick of the sum 
which can reasonably be expected 
from a doctor as his contribution ‘o 
charity is not his free service n 
the hospital, for which he is com- 
pensated in practice and prestige, 
but his income tax bill. 

« 

Extra-budgetary generosity prvo- 
vides extraordinary opportunities in 
hospitals. 

e 

No hospital can have a future 
where its young men — its children 
— are neglected. 

a 

In the face of lay board inertia 
staff doctors have a prime excuse 
for apathy. 

6 

It is not enough to be right in 
this world. The severe disciplinar- 
ian, in his own way, is also right 
but, in the long run, his firmness 
catches up with him. 

° 

The subject of death should be 
an obsession with every hospital 
executive. 

e 

We are forever on the threshold 

of discovery in hospitals. 
* 

Some of the smaller hospitals, un- 
able to apply the various adminis- 
trative and medical patterns of their 
larger neighbors, appear eager 
nevertheless to adopt rather than 
adapt organizational methods, 
which, tho helpful in large hospitals, 
can only confuse the smaller ones. 

e 

Distance, multiplied by traffic, 
multiplied by weather, adds up to a 
formidable equation. A de luxe 
ambulance will not solve such a 
problem. 

© 

There is a form of waste in hos- 
pitals which is due to the lack of 
facilities for experimental testing -- 
and I mean administrative as we!l 
as clinical waste. 

& 

The competitive spirit, which is 
such a vital factor in the strugg!: 
for existence, is in evidence in the 
hospital as it is everywhere els: 
and one must be on the alert tv 
encourage or restrain it but, in any 
case, to control it if the patient is 
not to suffer by default. . 
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